UNIVERSITY  OF  CALIFORNIA 
MEDICAL  CENTER  LIBRARY 

SAN  FRANCISCO 

~ ■ ^ 

Digitized  by  the  Internet  Archive 
in  2016 


https://archive.org/details/arizonamedicinej212unse 


4) 


rizona 

JOURNAL  OF  ARIZONA 


icine 


MEDICAL  ASSOCIATION 


MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND  MEXICO 


July,  1964 
Vol.  21,  No.  7 


FEATURES: 

The  Condition  of  Asthmatic  Patients  After  Daily  Long-term 


Corticosteroid  Treatment  463 

Edmund  L.  Keeney,  M.D. 

Medical  Education  in  Arizona  501 

Merlin  K.  Duval,  Jr.,  M.D. 


tempting  straivberry  taste  treat 
for  your  iron-deficient  patients 


zentron 


gp1  ill  IB  IlsSt  B ; j 

Iron,  Vitamin  B Complex,  and  Vitamin  C 


Combines  iron  with  B complex  vitamins  in  a chew  able  tablet 

Additional  information  available  upon  request.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana.  400137 
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Kapseals*5  - 

Benadryl 

(diphenhydramine  hydrochloride) 


FOR  EFFECTIVE  CONTROL  OF  ALLERGIC  SYMPTOMS— Antihistaminic  action 
relieves  nasal  congestion,  sneezing,  lacrimation,  and  pruritus.  Antispas- 
modic  action  relieves  bronchial  spasm.  Precautions:  Persons  who  have 
become  drowsy  on  this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  engage  in  other  activi- 
ties requiring  keen  response  while  using  this  product.  Hypnotics,  sedatives, 
or  tranquilizers,  if  used  with  BENADRYL  (diphenhydramine  hydrochloride), 
should  be  prescribed  with  caution  because  of  possible  additive  effect. 
Diphenhydramine  has  an  atropine-like  action  which  should  be  considered 
when  prescribing  BENADRYL  (diphenhydramine 
hydrochloride).  BENADRYL  (diphenhydramine 
hydrochloride)  is  supplied  in  several  forms 
including  Kapseals  containing  50  mg.  isse* 


PARKE-DAVIS 


PARKE.  DAVIS  & COMPANY.  Detroit.  Michigan  46232 


New  HBA 

Major  Medical  Plait 

$ 5,000.00 

This  $500  Deductible  plan  pays  80%  of  eligible  incurred  expenses.  If  two  or 
more  covered  family  members  receive  injuries  in  a common  accident  or  contract 
the  same  contagious  disease  within  30  days  of  each  other,  only  one  deductible 
amount  will  apply.  Maximum  benefit  period  prior  to  age  65  is  3 years;  after  age 
65,  18  months.  Total  maximum  benefits  of  $5,000  per  member  applies  regard- 
less of  age.  New-born  children  are  automatically  covered  from  birth  until  the 
next  premium  due  date. 
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GUARANTEED  RENEWABLE  FOR  LIFE 
PAYS  IN  ADDITION  TO  ANY  HOSPITAL  PLAN 
FULL  BENEFITS  ANYWHERE  IN  THE  WORLD 


Phoenix  — 1st  Street  & Willetta 
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Tucson  — 31  North  Tucson  Blvd. 
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In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both  ‘Soma’  ( carisoprodol ) and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain... not  the  patient”). 

CSO-9193 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound + Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


Sonuf  Compound  b 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

SomaCompound+Codeine  j 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 

\’*%WALLACE  LABORATORIES  j Cranbury,  N.J. 
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a 15  mm.  Hg.  drop  in 
diastolic  pressure  would 
also  suit  her  very  well 

for  suitably  gradual, 
physiologic  hypotensive 
treatment 


QUINETHAZONE-TABLETS 

antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent  for  use  in 
early  hypertension.  Extremely  well  tolerated,  the 
average  reported  reduction  in  diastolic  pressure  is 
15  mm.  Hg.,1,J  just  right  for  patients  with  mild  to 
moderate  diastolic  elevations.  Systolic  pressure 
lowered  accordingly.  A convenient,  single  daily  dose 
of  one  to  two  50  mg.  tablets  is  usually  sufficient. 

INDICATED  in  hypertension  with  or  without  edema,  and  in  all 
types  of  edema  involving  salt  retention.  May  be  helpful  in 
some  cases  of  lymphedema,  idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare),  gastrointestinal  disturbances, 
weakness  and  dizziness,  seldom  so  severe  that  drug  should  be 
stopped.  Generally,  the  adverse  effects  sometimes  associated  with 
the  thiazide  diuretics  are  possible.  Pre-existing  electrolyte  abnormalities 
may  be  aggravated.  ^ 

CONTRAINDICATION:  Anuria. 


1.  Steigmann,  F.,  and  Griffin,  R.:  Evaluation  of  Quinethazone,  a 
New  Diuretic.  J.  Amer.  Geriat.  Soc.  11:945  (Oct.)  1963. 

2.  Schwartz,  M. : Office  Evaluation  of  a New  Diuretic  in  Patients 
with  Hypertensive  Diseases.  Scientific  Exhibit  Presented  at  the 
Clinical  Meeting  of  the  American  Medical  Association,  Los  Angeles, 
California,  Nov.  25-28, 1962. 


LEDERLE  LABORATORIES, 

A Division  of  AMERICAN  CYANAMID  COMPANY, 
Pearl  River,  New  York 


An  organization  such  as  Blue 
Cross/Blue  Shield  must 
depend  upon  service  to  a 
great  extent,  both  to  the 
enrolled  members  and  those 
who  will  enroll.  ^ The  com- 
bined operating  expenses  of 
Arizona  Blue  Cross/Blue 
Shield  were  approximately  7 
percent  of  the  income  last 
year.  This  means  that  with 
such  a low  operating  expense, 
that  we  are  in  a position  to 
offer  more  extended  benefits 
for  the  money  in  the  various 
contract  categories  than  can 
any  other  type  of  hospitaliza- 
tion, medical-surgical  care 
plan,  y It  means  that  we 
are  able  to  offer  a series  of 

ON  SERVICE 

different  contracts  that  will 
not  be  matched  by  any  other 
single  organization.  Actually, 
a group  can  have  almost  any 
variation  of  coverage  it  may 
want  up  to  120  days,  up  to  a 
semi-private  room,  and  up  to 
full  ancillary  services  mean- 
ing operating  room,  drugs, 
x-rays,  laboratory,  etc.  ^ 
When  you  are  long  on  service, 
about  the  only  things  you  will 
be  short  on  are  complaints. 


now  over  sixty- two 
million  members ...  far 
more  than  the  next 
twenty-five  largest  insurance 
companies 
of  America 


a™Blue  cross 

blue  Shield  for  you 


TUCSON: 

2545  EAST  ADAMS  AVE. 

BOX  6022 
PHONE:  325/2673 


PHOENIX: 

331  WEST  INDIAN  SCHOOL 
BOX  13466 
PHONE:  277/4451 


ON  SERVICE 


ON  SERVICE 


+ LONG  ON  SERVICE 


V LONG  ON  SERVICE 


+ LONG  ON  SERVI 
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supervision  and  companionship 

are  an  integral  part  of  the  therapy  program  at  Camelback  Hospital. 
Whether  patients  prefer  restful  hobbies  such  as  TV  viewing, 
reading,  conversing  in  the  modern,  comfortable  rooms, 
or  enjoy  more  active  out-of-doors  recreation, 
highly-trained,  registered  nurses  are  always  nearby. 


ated  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near 
cturesque  Camelback  Mountain,  the  hospital  is  dedicated 
clusively  to  the  treatment  of  psychiatric  and  psychosomatic 
sorders,  including  alcoholism. 

OVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION 
(OSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 
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Arizona  Medicine 


BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Directors  of  The  Arizona 
Medical  Association,  Inc.,  held  Tuesday,  April  28,  1964, 
in  the  Terrace  Lounge  of  the  San  Marcos  Hotel,  Chand- 
ler, Arizona,  convened  at  8:24  P.M.,  James  E.  O’Hare, 
M.D.,  V ice-President  and  Chairman,  presiding. 

ROLL  CALL 

PRESENT:  Drs.  Baldwin,  Earl  R. 

Beaton,  Lindsay  E. 

Brazie,  Walter 

Brewer,  W.  Albert,  Pres. -Elect 

Derickson,  Philip  S. 

Dudley,  Jr.,  Arthur  V.,  Treas. 

Dysterheft,  Arnold  H. 

Eisenbeiss,  John  A. 

Finke,  Howard  W. 

Flynn,  Richard  O. 

Henderson,  Charles  E.,  Secy. 

Jarrett,  Paul  B. 

Jensen,  Thomas  W. 

Lorenzen,  Robert  F. 

McNally,  Joseph  P. 

Melick,  Dermont  W. 

O’Hare,  James  E.,  Vice  Pres,  and 
Chairman 

Price,  Robert  A. 

Rhu,  Jr.,  Hermann  S. 

Smith,  Noel  G. 

Steen,  William  B.,  Pres. 

Taylor,  Ashton  B. 

Yount,  Jr.,  Clarence  E. 

Staff:  Boykin,  Paul  R.,  Assistant  Executive  Secretary 
Carpenter,  Robert,  Executive  Secretary 
Robinson,  Bruce  E.,  Executive  Assistant 
Jacobson,  Edward,  Counsel 

MINUTES 

Minutes  of  the  meeting  of  the  Board  of  Directors  held 
February  9,  1964,  approved. 

BOARD  OF  DIRECTORS 

Southern  District  Director 

Resignation  of  Earl  R.  Baldwin,  M.D.  (Tucson),  South- 
ern District  Director,  elected  for  the  term  1962-65,  ac- 
cepted. Replacement  for  the  unexpired  term  to  be  con- 
sidered by  the  House  of  Delegates  in  Annual  Meeting 
following. 

Membership 

The  ad  hoc  Committee  for  the  Study  of  Membership 
of  the  Board  of  Directors  in  meeting  held  February  9, 
1964,  recommended  preparation  and  presentation  to  the 
House  of  Delegates  of  a resolution  setting  forth  the 
composite  of  membership  of  said  Board  of  Directors  to 
be  limited  to  a total  of  twenty-four  (24),  including 
twelve  (12)  officers:  the  President,  Past  President,  Presi- 
dent-Elect, Vice  President,  Secretary,  Treasurer,  Speaker 
of  the  House,  Editor-in-Chief,  Delegates  (2)  to  AMA, 
and  Alternate  Delegates  (2)  to  AMA;  and  in  addition 
thereto,  twelve  (12)  District  Directors,  five  (5)  represent- 
ing the  Central  District,  three  (3)  representing  the  South- 
ern District,  and  one  (1)  each  representing  the  Northeast- 
ern District,  Northwestern  District,  Southeastern  District, 
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and  Southwestern  District.  Recommended  referred  to  the 
House  of  Delegates  for  consideration. 

Board  of  Medical  Examiners 

Attention  directed  to  two  (2)  membership  vacancies  on 
the  Board  of  Medical  Examiners  of  the  State  of  Arizona 
occurring  July  1,  1964  (Arnold  H.  Dysterheft,  M.D., 
McNary-Apache;  and  Francis  M.  Findlay,  M.D.,  San 
Manuel-Pinal).  Under  the  statute,  neither  of  the  two 
members  mentioned  may  be  considered  for  re-appoint- 
ment. Replacements  will  be  considered,  one  for  a term 
of  five  (5)  years  expiring  July  1,  1969,  and  the  other  for 
a term  of  four  (4)  years  expiring  July  1,  1968  (this,  in 
line  with  statute  ultimately  providing  that  one  term  of 
five  (5)  years  shall  expire  each  year).  Carlos  C.  Craig, 
M.D.,  Phoenix-Marieopa;  W.  R.  Manning,  M.D.,  Tueson- 
Pima;  and  Roy  O.  Young,  M.D.,  Mesa-Maricopa  (former- 
ly of  Flagstaff-Coconino),  each  appointed  in  1962  for  an 
individual  term  of  three  (3)  years  each,  will  continue  to 
hold  office  until  July  1,  1965.  At  that  time,  such  three 
vacancies  will  be  filled  for  terms  of  five  (5),  two  (2),  and 
one  (1)  years  respectively.  Action  laid  over  at  least  until 
Friday  of  this  week. 

ARMPAC  — Membership 

In  line  with  action  of  the  Board  of  Directors  in  meet- 
ing held  February  9,  1964,  it  was  reported  that  all 
members  appointed  to  the  Board  of  Directors  of 
ARMPAC  had  accepted  the  assignment,  with  the  excep- 
tions of  Mrs.  Albert  O.  Daniels,  Prescott-Yavapai;  and 
Mrs.  Richard  L.  Dexter,  Tucson-Pima.  Mrs.  Lavern  D. 
Sprague,  Tucson-Pima,  was  appointed  to  fill  one  of 
these  two  vacancies.  Dr.  John  F.  Kahle,  Flagstaff- 
Conconino,  was  appointed  to  fill  the  other  vacancy. 

1963  Medical  Directory 

Authorized  reimbursement  to  the  Board  of  Medical 
Examiners  of  the  State  of  Arizona  the  sum  of  $132.89 
representing  half  of  the  deficit  expenditure  for  tire  joint 
publication  of  the  1963  Medical  Directory,  representing 
the  differential  between  cost  and  sales  income. 

INDUSTRIAL  RELATIONS  COMMITTEE 

Cardiology  Consultants 

Approved  membership  composite  of  Cardiology  Con- 
sultants agreeing  to  serve  the  Industrial  Commission  of 
Arizona  as  a Cardiology  Board  of  Consultants,  including 
Samuel  J.  Grauman,  M.D.  (Tucson);  Monroe  H.  Green, 
M.D.  (Phoenix);  and  Robert  E.  Nenad,  M.D.  (Phoenix). 
Industrial  Commission  acknowledges  reporting  of  Cardi- 
ology Board  of  Consultants  appointed  and  outlines  sug- 
gested procedure  in  evaluation  of  cardiac  cases.  Received. 

Medical  and  Surgical  Fee  Schedule 

Filed  by  the  Industrial  Commission  of  Arizona  is  a 
certified  copy  of  the  minutes  of  its  meeting,  held  Febru- 
ary 28,  1964,  resolving  to  adopt  the  third  revision  of  the 
Medical  and  Surgical  Fee  Schedule  using  the  relative 
value  conversion  factor  of  4.50,  as  accepted  by  The 
Arizona  Medical  Association,  Inc.,  pointing  out  that  such 
agreement  encompasses  the  adoption  of  the  new  fee 
schedule  effective  May  1,  1964,  upon  the  condition  that 
the  Commission  will  not  anticipate  any  additional  re- 
quests for  alterations  or  additions  for  the  period  of  at 
least  three  (3)  years.  Received. 
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MEDICAL  ECONOMICS  COMMITTEE 

Medicare  Contract  No.  DA-49-I92-MD-116 

Affirmed  execution  of  Supplemental  Agreement  ID. 
No.  11606,  Medicare  Contract  No.  DA-49-192-MD-1 16, 
extending  the  Contract  period  beginning  March  1,  1963, 
and  ending  March  31,  1964,  to  May  31,  1964. 

Medicare  Contract  No.  DA-49-192-MD-(?) 

The  Medical  Economics  Committee,  in  meeting  held 
April  3,  1964,  with  Colonel  Frank  E.  Stillman,  Jr., 
Executive  Officer,  ODMC,  discussed  in  detail  the  basis 
of  renewal  of  the  Medicare  Contract  with  adjustment  of 
the  existing  fee  schedule.  It  was  concluded  that  it  be 
recommended  to  the  Board  of  Directors  that  the  Medi- 
care Contract  be  continued  for  a term  of  one  (1)  year 
on  the  basis  of  the  prevailing  fee  schedule.  Recommen- 
dation concurred  in;  new  or  continuing  Contract  au- 
thorized executed  on  the  basis  of  the  existing  Contract 
and  fee  schedule;  and  that  ODMC,  through  Colonel 
William  H.  Hayes,  MSC,  USA,  Contracting  Officer,  be 
informed  this  Association  will  entertain  such  renewal  on 
the  basis  as  indicated. 

PROFESSIONAL  COMMITTEE 

Accreditation  of  Nursing  Homes 

Recommendation,  in  the  matter  of  formation  of  a 
National  Council  on  Accreditation  of  Nursing  Homes, 
that  the  Board  of  Directors  look  with  favor  on  this 
project,  jointly  sponsored  by  the  American  Medical  As- 
sociation and  the  American  Nursing  Home  Association, 
for  the  accreditation  of  licensed  nursing  homes;  that 
further  details  be  sought;  and  that  information  relative 
thereto  be  disseminated  to  the  component  county  medical 
societies  for  their  action.  Received. 

Cancer  Registries 

Recommendation  that  the  Arizona  hospitals  with 
tumor  registries  be  requested  to  report  within  three  (3) 
months  and  annually  thereafter  their  statistics  to  the 
Professional  Committee  of  this  Association,  and  that  the 
State  Cancer  Division,  of  the  American  Cancer  Society, 
be  so  advised  requesting  their  approval  and  cooperation. 
Received. 

Civil  Defense 

Recommendation  that  it  be  recommended  to  the  Gov- 
ernor of  the  State  of  Arizona  that  his  program  for  civil 
defense  in  the  State  be  included  and  made  a part  of  the 
Disaster  Medical  Care  Program  of  the  Arizona  State 
Department  of  Health.  Accepted. 

Rural  Health  Problems 

Recommendation  that  the  Arizona  State  Department 
of  Health  be  requested  to  report  on  the  extent  of  the 
non-migrant  migrant  health  problems  in  Arizona,  par- 
ticularly as  they  relate  to  Maricopa  and  Pinal  Counties, 
for  the  edification  of  the  Professional  Committee.  Ac- 
cepted. 

Convalescent  and  Nursing  Homes 

With  reference  to  rules  and  regulations  for  convales- 
cent and  nursing  homes,  recommends  and  reaffirms 
previous  recommendation  that  the  Arizona  State  Depart- 
ment of  Health  be  urged  to  require  that  all  facilities 
designated  as  hospitals  be  required  to  have  a clinical 


pathological  laboratory  and  radiological  facility  within 
the  hospital  and  that  the  nursing  homes,  or  so  designated 
institutions,  be  required  to  have  twenty-four  hour  at- 
tendance by  registered  nurses. 

Board  reaffirms  previous  stand  with  the  modification 
that  clinical  pathological  laboratory  and  radiological 
facility  shall  be  required  to  be  “within”  the  hospital  and 
not  “in  proximtiy”  as  previously  indicated. 

Day  Care  Facilities 

Recommendation  that  the  resolution  of  the  Arizona 
Pediatric  Society  and  the  Maricopa  County  Pediatric 
Society,  relative  to  legislation  providing  for  state  control 
of  inspection  and  licensing  of  day  care  facilities  for  pre- 
school children  in  Arizona,  be  accepted;  and  that  Senate 
Bill  No.  260,  before  the  26th  Arizona  State  Legislature, 
for  licensing  of  day  care  centers  be  supported.  Adopted. 
University  of  Arizona  Rehabilitation  Center 

In  the  matter  of  establishment  of  a Rehabilitation 
Center  at  the  University  of  Arizona  (Tucson),  recommn- 
dation  that  consideration  be  given  the  necessity  of  urging 
the  need  for  medical  supervision  for  all  state  institutions 
seeking  funds  for  development  of  medical  facilities. 
Accepted. 

Mental  Retardation 

Directed  that  Professional  Committee  be  instructed  by 
this  Board  of  Directors  to  study  the  administrative  prob- 
lem connected  with  use  of  state  and  federal  funds  for  the 
mentally  retarded  in  this  State,  and  that  the  Professional 
Committee  as  a whole  be  asked  to  study  this  associate 
with  the  possible  role  of  crippled  children’s  services  or 
within  the  scope  of  activity  of  the  Maternal  and  Child 
Plealth  Subcommittee. 

Hospital  Licensure 

Submitted  for  review,  by  the  Arizona  State  Depart- 
ment of  Health,  is  a copy  of  revised  rules  and  regulations 
proposed  by  that  Department  for  the  licensing  of  hos- 
pitals in  Arizona.  The  Arizona  State  Board  of  Health  will 
consider  such  revisions  and,  on  approval  of  the  suggested 
changes,  a public  hearing  will  be  conducted  by  the 
Hospital  Advisory  Council  prior  to  filing  the  revisions 
with  the  Secretary  of  State.  Received. 

Ownership  of  Drug  Dispensaries 

In  accordance  with  the  AMA’s  code  of  ethics  in  the 
matter  of  ownership  of  drug  dispensaries  by  doctors  of 
medicine,  it  is  concluded  that,  as  long  as  such  ownership 
is  in  the  interest  of  the  patient,  it  is  considered  to  be 
ethical  and  that  local  county  medical  societies  should 
review  questions  of  abuse.  Confirmed. 

Prescription  Legend  Drugs 

It  is  recommended  (1)  that  the  existing  Arizona  phar- 
macy law  and  Board  of  Pharmacy  be  supported  in  its 
effort  to  uphold  drug  standards  and  legitimate  channels 
of  supply;  (2)  that,  on  approval  of  such  action,  a letter 
be  directed  to  the  Arizona  Board  of  Pharmacy  advising 
it  thereof,  calling  to  its  attention  the  responsibilities 
placed  on  the  pharmacist  as  to  service  and  economic 
integrity;  (3)  that  the  problem  be  reviewed  at  appropriate 
intervals,  securing  data  regarding  the  situation  in  the 
other  United  States.  Approved  with  the  recommendation 
that  the  matter  be  referred  to  the  Legislative  Committee 
for  its  consideration. 
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Nursing 

Action  on  report  of  Dermont  W.  Melick,  M.D.,  in  the 
matter  of  nursing  and  use  of  technicians  in  the  operating 
room,  deferred  until  the  next  regular  meeting  of  this 
Board. 

Licensing  of  Play  Schools  - Nurseries  - Day  Care  Centers 
Resolution  of  the  Arizona  Pediatric  Society  setting 
forth  basis  for  state  inspection  and  licensing  of  play 
schools,  nurseries,  and  day  care  centers  for  the  pre- 
school child  in  Arizona  recommended  supported.  Re- 
ceived. 

Health  Education  Instruction 

Development  of  instruction  in  health  education  in 
secondary  schools  in  Arizona,  recommended  by  the 
Arizona  Congress  of  Parents  and  Teachers,  Inc.,  favored. 
Received. 

National  Voluntary  Health  Conference 

Attendance  of  W.  Albert  Brewer,  M.D.,  as  a represen- 
tative of  the  Phoenix  Community  Council  and  this  As- 
sociation at  the  National  Voluntary  Health  Conference 
of  the  AMA,  to  be  held  in  Chicago,  September  17  and 
18,  1964,  approved. 

Senate  Bill  180 

Suport  of  Senate  Bill  No.  180,  before  the  26th  Legis- 
lature of  the  State  of  Arizona,  dealing  with  control  of 
air  pollution  in  Arizona  at  the  state  level,  recommended. 
Referred  to  Legislative  Committee  for  consideration. 

COMMUNICATIONS 

Mental  Health  Legislation 

South  Carolina  Medical  Association  adopts  resolution 
through  its  House  of  Delegates  detailing  its  belief  that, 
if  mental  health  community  programs  are  to  be  properly 
developed  and  administered,  that  organized  medicine 
must  on  all  levels  — community,  state,  and  national  — 
be  consulted  with  and  offered  an  opportunity  to  par- 
ticipate in  the  development  of  these  programs.  Received. 

Cigarette  Smoking 

Pima  County  Medical  Society  adopts  resolution  urging 
all  its  members  and  the  medical  profession  in  general  to 
promote  an  educational  campaign  toward  the  public  in 
the  matter  of  cigarette  smoking  and  the  inhalation  of 
other  atmospheric  pollutants,  having  an  association  and 
relationship  which  strongly  suggest  a cause  and  relation- 
ship with  chronic  bronchitis,  pulmonary  emphysema, 
cor  pulmonale,  cardiovascular  disease,  and  cancer  of 
the  lung.  Received. 

Animal  Research 

National  Society  for  Medical  Research  submits  report 
on  state  of  effort  to  prevent  enactment  of  federal  statu- 
tory restrictions  on  animal  research.  Adoption  of  resolu- 
tion opposing  curtailment  of  animal  research  and  finan- 
cial support  of  NSMR  toward  this  objective  sought. 
Received. 

Medico-Legal  Institute 

Arizona  State  Nurses  Association  expresses  grateful 
appreciation  to  The  Arizona  Medical  Association,  Inc.  for 
its  assistance  in  providing  faculty  (Counsel  of  the  As- 
sociation, Mr.  Edward  Jacobson)  for  the  Medico-Legal 
Institute  conducted  in  Phoenix  May  14  and  15,  1964. 
Received. 
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OTHER  BUSINESS 

Appreciation  Plaque 

By  unanimous  vote  of  the  Board,  it  was  determined 
and  authorized  that  a fitting  plaque  of  appreciation  be 
prepared  and  presented  to  the  Honorable  Hamid  C.  Giss, 
Senator  of  the  State  of  Arizona,  for  his  many  and  sub- 
stantial contributions  to  the  progress  of  medicine  and 
the  protection  and  improvement  of  the  public  health  in 
Arizona. 

Golf  and  Bowling 

The  Board  determined  that  there  would  be  no  finan- 
cial contribution  authorized  associate  with  annual  golf 
and  bowling  tournaments  scheduled  to  be  held  during 
the  Annual  Meetings  of  the  Association. 

MEETING  ADJOURNED  AT  11:45  P.  M. 

Charles  E.  Henderson,  M.D. 

Secretary 


BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Directors  of  The  Arizona 
Medical  Association,  Inc.,  held  Friday,  May  1,  1964,  in 
the  Arcade  Room  of  the  San  Marcos  Hotel,  Chandler, 
Arizona,  convened  at  5:10  P.  M.,  James  E.  O’Hare,  M.D., 
President-elect,  presiding. 

ROLL  COLL 

PRESENT:  Drs.  Beaton,  Lindsay  E.,  Delegate  to 
AMA;  Brazie,  Walter,  Speaker  of  the  House;  Brewer, 
W.  Albert,  President;  Cloud,  Jr.,  Daniel  T.,  Alternate 
Delegate  to  AMA;  Derickson,  Philip  G.,  Southern  District 
Director;  Dexter,  Richard  L.,  Southern  District  Director; 
Dierker,  Hugh  E.,  Northwestern  District  Director;  Dud- 
ley, Jr.,  Arthur  V.,  Treasurer;  Dysterhelft,  Arnold  H., 
Northeastern  District  Director;  Finke,  Howard  W., 
Southwestern  District  Director;  Flynn,  Richard  O.,  Cen- 
tral District  Director;  Henderson,  Charles  E.,  Secretary; 
Jarrett,  Paul  B.,  Vice  President;  Lorenzen,  Robert  F., 
Editor-in-Chief;  McDaniel,  W.  Shaw,  Central  District 
Director;  Melick,  Dermont  W.,  Delegate  to  AMA; 

O’Hare,  James  E.,  President-elect;  Price,  Robert  A., 
Central  District  Director;  Rhu,  Jr.,  Hermann  S.,  Southern 
District  Director;  Smith,  Noel  G.,  Central  District  Di- 
rector; Steen,  William  B.,  Past  President  and  Alternate 
Delegate  to  AMA. 

Staff:  Boykin,  Paul  R.,  Assistant  Executive  Secretary; 
Carpenter,  Robert,  Executive  Secretary;  Robinson,  Bruce 
E.,  Executive  Assistant. 

EXCUSED:  Drs.  Jensen,  Thomas  W.,  Southeastern 
District  Director;  Taylor,  Ashton  B.,  Central  District 
Director. 

BOARD  ORGANIZATION 

Doctor  O’Hare  welcomed  the  recently  elected  mem- 
bers of  the  Board  of  Directors:  Daniel  T.  Cloud,  Jr., 
M.D.  (Phoenix),  Alternate  Delegate  to  AMA;  Richard  L. 
Dexter,  M.D.  (Tucson),  Southern  District  Director;  Hugh 
E.  Dierker,  M.D.  (Flagstaff),  Northwestern  District  Di- 
rector; and  W.  Shaw  McDaniel,  M.D.  (Phoenix),  Central 
District  Director. 

Doctor  Steen  nominated  Paul  B.  Jarrett,  M.D.,  Vice 
President,  to  serve  as  Chairman  of  the  Board  for  the 
ensuing  year. 

It  was  regularly  moved  and  unanimously  carried  that 
nominations  be  closed,  Doctor  O’Hare  declaring  Doctor 
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Jarrett  unanimously  elected  as  Chairman  of  the  Board  for 
the  ensuing  year.  Doctor  O’Hare  relinquished  the  Chair 
and  Doctor  Jarrett  assumed  the  Chairmanship. 

COMMITTEE  MEMBERSHIP 
APPOINTMENTS 

STANDING  COMMITTEES 
Benevolent  and  Loan  Fund  Committee 

Doctors  Andre  J.  Bruwer  (Tucson)  and  A.  J.  Ochsner 
(Yuma)  were  appointed  members  of  this  committee  for 
the  term  1964-67.  Doctor  Daniel  T.  Cloud,  Jr.  (Phoenix) 
was  re-appointed  Chairman  for  the  year  1964-65. 

Grievance  Committee 

Doctor  Francis  M.  Findlay  (San  Manuel-Pinal)  was 
re-appointed  a member  of  this  committee  and  Doctor 
C.  Herbert  Fredell  (Flagstaff-Coeonino)  was  appointed 
a member  of  this  committee  for  the  term  1964-67.  Doc- 
tor William  B.  Steen  (Tucson),  Past  President,  assumes 
the  Chairmanship  for  1964-65  (Specified). 

History  and  Obituaries  Committee 

Doctor  Harold  W.  Kohl,  Sr.  (Tucson)  was  re-appointed 
and  Doctor  Maurice  Rosenthal  (Phoenix)  was  appointed, 
members  of  this  committee  for  the  term  1964-67.  Doctor 
John  W.  Kennedy  (Phoenix)  was  appointed  Chairman  for 
the  year  1964-65. 

Industrial  Relations  Committee 

Doctors  Richard  E.  H.  Duisberg  (Phoenix-NP)  and 
Morris  E.  Stern  (Phoenix-ANES)  were  appointed  mem- 
bers of  this  committee  for  the  term  1964-67  and  Doctor 
John  H.  Ricker  (Phoenix-OR)  was  appointed  Chairman 
for  the  year  1964-65. 

Considerable  discussion  was  held  on  the  subject  of 
whether  or  not  an  Internist  should  be  a member  of  this 
committee  and  it  was  directed  that  such  consideration 
be  taken  under  advisement. 

Legislative  Committee 

Doctors  Ben  P.  Frissell  (Phoenix)  and  Jesse  D.  Hamer 
(Phoenix)  were  re-appointed  and  Doctors  Robert  V. 
Horan  (Globe)  and  Zenas  B.  Noon  (Nogales)  were  ap- 
pointed members  of  the  Legislative  Committee  for  the 
term  1964-67.  Doctor  Hamer  was  appointed  as  Chair- 
man for  the  term  1964-65. 

The  Board  determined  to  continue  the  Advisory  Body 
to  the  Legislative  Committee  consisting  of  the  com- 
ponent society  Presidents  currently  holding  office,  or  the 
component  society  Legislative  Chairmen  to  be  selected 
at  the  discretion  of  the  component  county  society. 
Medical  Economics  Committee 

Doctor  Ian  M.  Chesser  (Tucson)  was  re-appointed  and 
Doctor  George  L.  Hoffman,  Jr.  (Mesa)  was  appointed, 
members  of  the  committee  for  the  term  1964-67.  Doctor 
Chesser  was  appointed  Chairman  for  the  year  1964-65. 
Doctor  Hermann  S.  Rhu,  Jr.  (Tucson)  was  appointed  a 
member  of  the  committee  for  a term  of  two  years 
(1964-66)  to  complete  the  requirements  of  a total  mem- 
bership of  six. 

Medico-Legal  Committee 
Professional  Committee 
Professional  Liaison  Committee 

In  accordance  with  a resolution  adopted  by  the  blouse 
of  Delegates  on  May  1,  1964,  the  activities  of  the 
Medico-Legal  Committee;  the  Professional  Committee; 


and  the  Professional  Liaison  Committee  were  combined; 
the  Chairman  to  be  selected  by  the  President  and  ap- 
proved by  the  Board  of  Directors;  and  the  membership 
of  the  committee  to  be  determined  by  the  President 
with  the  assistance  and  guidance  of  the  Chairman  of  the 
Professional  Committee. 

Doctor  Jack  E.  Brooks  (Phoenix)  was  appointed  Chair- 
man of  the  Professional  Committee  for  the  year  1964-65. 

Public  Relations  Committee 

Doctor  Paul  B.  Jarrett,  Vice  President  of  ArMA  was 
appointed  Chairman  of  the  Public  Relations  Committee 
for  the  year  1964-65.  The  members  for  replacement  or 
re-appointment  were  delayed  pending  contact  and  ad- 
vice from  the  county  medical  societies  and  approval  at  a 
later  meeting  of  the  Board  of  Directors. 

Publishing  Committee 

Doctors  William  M.  Hindman  (Tucson)  and  Chester 
G.  Bennett  (Phoenix)  were  appointed  members  of  the 
Publishing  Committee  for  the  term  1964-67;  and  Doctor 
Robert  F.  Lorenzen  (Phoenix),  Editor-in-Chief  will  serve 
as  Chairman  of  this  committee  for  the  term  1964-65 
(Specified). 

Scientific  Assembly  Committee 

Doctors  Arthur  R.  Nelson  (Phoenix-TS-Central)  and 
Edward  Sattenspiel  (Phoenix-OBG-Central)  were  re- 
appointed and  Doctors  Philip  G.  Derickson  (Tucson-OR- 
Southern)  and  Robert  P.  Mason  (Phoenix-R-Central)  were 
appointed,  members  of  the  Scientific  Assembly  Commit- 
tee for  the  term  1964-67.  Doctor  Richard  L.  Dexter 
(Tucson-I-Southern)  was  appointed  Chairman  of  the 
Scientific  Assembly  Committe  for  the  term  1964-65.  It 
is  noted  that  the  By-Laws  specify  that  Paul  B.  Jarrett, 
M.D.,  Vice  President  is  specified  as  a member  of  this 
committee. 

SPECIAL  COMMITTEES: 

Articles  of  Incorporation  and  By-Laws  Committee 

Doctors  Walter  Brazie  (Kingman)  and  Paul  B.  Jarrett 
(Phoenix)  were  re-appointed  and  Doctor  William  B. 
Steen  (Tucson)  was  appointed,  members  of  the  Articles 
of  Incorpoartion  and  By-Laws  Committee  fo  rthe  1964- 
65  year.  Doctor  Walter  Brazie  was  re-appointed  Chair- 
man for  the  1964-65  year. 

Central  Office  Advisory  Committee 

The  Board  designated  the  Executive  Committee  con- 
sisting of  Arthur  V.  Dudley,  Jr.,  M.D.,  Treasurer  (Tucson) 
as  Chairman;  W.  Albert  Brewer,  M.D.,  President  (Phoe- 
nix); James  E.  O’Hare,  M.D.,  President-elect  (Tucson); 
Charles  E.  Henderson,  M.D.,  Secretary  (Phoenix);  and 
Paul  B.  Jarrett,  M.D.,  Vice  President  (Phoenix),  to  as- 
sume the  responsibilities  of  the  Central  Office  Advisory 
Committee.  It  is  noted  that  the  Central  Office  Advisory 
Committee  continues  the  responsibilities  of  the  Legal 
Service  Committee. 

Executive  Committee 

The  Executive  Committee  of  the  Board  of  Directors 
consisting  of  the  President;  President-elect;  Vice  Presi- 
dent; Secretary  and  Treasurer  of  the  Association,  con- 
tinues as  designated  by  the  Board  of  Directors  at  its 
meeting  held  June  5,  1960. 

Procurement  and  Assignment  Committee 

The  Board  determined  to  continue  the  designated 
Procurement  and  Assignment  Committee  as  appointed 
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by  the  Executive  Committee  of  the  Board  of  Directors 
in  emergency  session  held  March  5,  196f,  as  follows: 
Doctors  John  F.  Currin  (Falgstaff);  Joseph  M.  Greer, 
Chairman  (Phoenix);  Robert  E.  Hastings,  Sr.  (Tucson); 
Ruland  W.  Hussong  (Phoenix);  Robert  M.  Matts  (Yuma); 
and  Joseph  P.  McNally  (Prescott). 

ARMPAC 

On  request  of  William  B.  Steen,  M.D.,  Chairman  of 
the  Board  of  Directors  of  ArMPAC,  the  Board  of  Direc- 
tors by  motion  regularly  made  and  carried,  increased 
the  Board  of  Directors  of  ArMPAC  to  twenty  (20)  mem- 
bers, providing  there  be  no  less  than  eleven  (11)  doctors 
of  medicine  on  this  Board  and  that  the  Board  of  Direc- 
tors of  ArMA  continue  to  assume  the  responsibility  of 
approval  of  members  appointed  to  the  ArMPAC  Board 
of  Directors. 

John  F.  Kahle,  M.D.  of  Flagstaff  and  Mrs.  Lavern  D. 
Sprague  of  Tucson  were  appointed  to  the  Board  of 
Directors  of  ArMPAC. 


ALTERNATE  DELGATE  TO  AMA 

It  was  regularly  moved  and  carried  to  accept  the 
verbal  resignation  of  Arnold  H.  Dysterheft,  M.D.  as  an 
Alternate  Delegate  to  AMA,  for  the  balance  of  his  term 
expiring  December  31,  1964. 

On  motion  regularly  made  and  carried,  the  Board  of 
Directors  appointed  William  B.  Steen,  M.D.  to  assume 
the  office  of  Alternate  Delegate  to  AMA  for  the  unex- 
pired term  effected  by  the  resignation  of  Doctor  Dyster- 
heft; the  term  of  office  ending  December  31,  1964. 

By  motion  regularly  made  and  carried,  it  was  de- 
termined that  the  Alternate  Delegates  to  AMA  attend  the 
annual  and  clinical  meetings  of  the  American  Medical 
Association;  their  expenses  to  be  assumed  by  The  Arizona 
Medical  Association,  Inc.  It  was  pointed  out  that  ArMA 
would  then  officially  be  represented  at  these  meetings 
by  their  Delegates  to  AMA;  their  Alternate  Delegates 
to  AMA;  the  Secretary;  and  the  Executive  Secretary, 
totalling  six  (6)  persons. 


PROFESSIONAL  COMMITTEE 

Maternal  and  Child  Health 

It  being  noted  that  the  House  of  Delegates  of  ArMA 
in  meeting  held  May  1,  1964  having  altered  the  By-Laws 
of  ArMA,  effecting  a change  in  the  Professional  Commit- 
tee of  this  Association,  it  was  regularly  moved  and  car- 
ried that  this  Board  appoint,  for  an  interim  meeting 
scheduled  to  be  held  Saturday,  May  2,  1964,  the  con- 
tinuation of  the  Subcommittee  on  Maternal  and  Child 
Health  of  the  Professional  Committee,  as  indicated  fol- 
lowing: 

W.  J.  Moore 
M.  R.  Palmer 
H.  E.  Pollock 
H.  S.  Rhu,  Jr.,  Chairman 
Joseph  Saba 
Edw.  Sattenspiel 
D.  D.  Smith 
M.  S.  Withers 
F.  PI.  B.  Yount 
MEETING  ADJOURNED  AT  6:15  P.  M. 

Charles  E.  Henderson,  M.D. 

Secretary 


R.  S.  Armstrong 
Martin  Cohen 

O.  L.  Cranmer 

P.  E.  Dew,  Secretary 

R.  S.  Ganelin,  Vice  Chmn. 
M.  J.  Kartchner 
W.  D.  Lawrence 
J.  H.  McEvers 
R.  E.  Montgomery 


% tflemwim 


A lifetime  spent  in  the  practice  of  medicine 
carries  it's  own  reward.  Those  who  make  up  the 
roster  of  the  departed  should  be  honored  and 
remembered  by  us,  the  living,  for  the  contribu- 
tions they  have  individually  and  collectively 
made  to  the  alleviation  and  amelioration  of  suf- 
fering. Their  principal  service  to  mankind  may 
have  been  to  assuage  the  results  of  the  indis- 
cretions and  foibles  of  their  patients  or  they  may 
have  made  heroic  efforts  in  the  very  forefront  of 
the  fight  against  disease.  Often  they  have  given 
of  unusual  talent  to  elevate  society  in  ways  out- 
side the  medical  practice. 


Charles  H.  Laugharn,  M.  D 4/2/63 

Thomas  0.  Rowley,  M.  D 4/19/63 

Paul  J.  Waltz,  M.  D 4/29/63 

Donald  S.  Bethune,  M.  D 5/6/63 

Howard  P.  Robinson,  M,  D 5/16/63 

Roy  L.  Fisher,  M.  D 8/2/63 

Edward  M.  Hayden,  M.  D 8/5/63 

W.  Paul  Holbrook,  M,  D 9/16/63 

Thomas  A.  Hartgraves,  M.  D 9/17/63 

Harold  L.  Lamb,  M.  D 9/21/63 

Douglas  D.  Gain,  M.  D.  10/6/63 

Frank  X.  Marino,  M.  D 12/4/63 

Warner  L.  Crouch,  M.  D 12/19/63 

Henry  Trautmann,  M.  D 1/31/64 

Robert  S.  Barrett,  M.  D 2/4/64 

Thomas  S.  Collings  Sr.,  M.  D 2/13/64 

Harry  L.  Goss,  M.  D 2/13/64 

John  H.  Patterson,  M.  D 3/14/64 

P.  Paul  Zinn,  M.  D 3/31/64 

Harold  H.  McLemore,  M.  D 4/12/64 

Hubert  J.  Adler,  M.  D 5/2/64 


To  the  memory  of  these  men  we  pledge  again, 
renewed  dedication  to  their  purposes  and  ideal- 
ism of  the  practice  of  the  healing  art. 

The  Arizona  Medical  Association 


July,  1964 
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When  you  recognize  depression  and  anxiety 
related  to  an  organic  condition 

-add  ‘Deprol’  to  your  therapy 

Typical  organic  conditions  in  which ‘Deprol’ 
helps  control  related  depression  and  anxiety: 

cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  ■ 
alcoholism  ■ obesity  ■ asthma,  hay  fever  and  related  allergies  ■ 
chronic  infectious  diseases  ■ dermatoses  ■ G.l.  disorders,  and 
many  other  debilitating  or  life-threatening  illnesses 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood 

of  the  depressed  patient  without  the  agitation  and  “jitters”  that  often 
accompany  “energizer”  therapy  alone. 

2.  ‘Deprol’  relaxes  physical  tensions,  restores  normal  sleep  and  revives 
interest  in  food. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  compatible  with  drugs  used  to  treat  co-existing 
organic  conditions. 

5.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 


Deprol' 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tions: Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs  Precautions: 
Should  administration  of  meprobamate  cause  drowsiness, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  increased  by  mepro- 
bamate. Although  suicides  with  'Deprol'  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 


patients  with  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Even  though  it 
has  not  been  reported  with  'Deprol',  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishment  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied:  Light-pink,  scored  tablets 
Bottles  of  50. 


WALLACE  LABORATORIES / Cranbury,  N.  J. 
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For  the  “modern  Cinderella” 


enhances  any 
acne  treatment 


“...No  other  disease  has  caused 
so  much  feeling  of  inferiority"  as 
acne.1  pHisoHex  “...is  a valuable 
part  of  the  management. .. since  in 
addition  to  its  defatting  and  cleans- 
ing properties,  it  offers  an  antibac- 
terial action  which  reduces  skin 
bacteria!  flora.”2 

In  a series  of  42  patients,  none 
“...failed  to  improve,”  when 
pHisoHex  was  added  for  the  wash.3 
In  another  series  of  67,  acne  le- 
sions “...cleared  in  a matter  of 
one  to  two  weeks”  in  50  per  cent 
with  pHisoHex.4  In  another  series 
of  100  patients  using  pHisoHex 
and  pHisoAc®,  79  showed  excel- 
lent or  good  improvement.2 
The  frequent  exclusive  use  of 
pHisoHex  enhances  adsorption  of 
its  3%  hexachlorophene  content 
to  the  skin;  there  it  remains  as  a 
tenacious  film  to  fight  bacteria  be- 
tween washings.  pHisoHex  cleans 
thoroughly— is  nonalkaline,  hypo- 
allergenic and  “kind”  to  the  skin. 
Three  to  four  washings  a day  are 
needed  for  constant  degerming  of 
skin,  faster  and  better  results. 
pHisoAc  Cream  dries,  peels  and 
masks  lesions  — hel ps  prevent 
comedones,  pustules  and  scarring. 
Contains  colloidal  sulfur  6 per 
cent,  resorcinol  1.5  per  cent  and 
hexachlorophene  0.3  per  cent. 

How  supplied:  pHisoHex  is  available  in 
unbreakable  squeeze  bottles  of  5 oz. 
and  1 pint,  in  unbreakable  plastic  bot- 
tles of  1 gallon  and  in  combination  pack- 
age with  pHisoAc  Cream. 

References:  1.  Szymanski,  F.  J.:  Indust. 
Med.  30:498,  Nov.,  1961.  2.  Wexler,  Louis: 
Clin.  Med.  70:404,  Feb.,  1963.  3.  Hodges, 
F.  T.:  GP  14:86,  Nov.,  1956.  4.  McLean, 
I.  E.  D.;  Graham,  K.  T.,  and  East,  M.  O.: 
Practitioner  189:82,  July,  1962. 

[W/nthrop  | 

Winthrop  Laboratories,  New  York,  N.  Y. 


.{1888-Mj 
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Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance ...  and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC  — 
Pabalate-SF  with  hydrocortisone. 


•I . d MG&J  Cl  W 

A.  H.  ROBINS  CO.(  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 


—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


A statement  to  physicians 
concerning  a new  concept 
for  feeding  infants  in  the  home 


What  is  “Nursette”? 

The  Nursette  disposable  formula  bottle  is  the  ultimate 
in  simplicity  and  safety  for  routine  formula  feeding. 
The  Nursette  unit  consists  of  a glass  bottle  already  filled 
with  Enfamil  in  20  cal./oz.  dilution.  No  further  prepa- 
ration is  required.  Just  twist  off  the  cap,  attach  a con- 
ventional nipple  unit  of  choice  and  the  Nursette  bottle 
is  ready  for  feeding. 

The  Nursette,  with  Ready-to-Use  Enfamil  formula, 
is  available  in  three  sizes  (4,  6 and  8 oz.)  to  keep  pace 
with  the  infant’s  growing  appetite.  It  is  safe  to  store  un- 
opened without  refrigeration  and  feed  without  warming, 
if  desired.  Also,  there  are  no  cans  to  open,  no  ingredi- 
ents to  mix  or  measure,  no  bottles  to  wash  and  sterilize. 

Although  the  concept  of  a presterilized,  ready-to- 
use  formula  sealed  in  a glass  nursing  bottle  seems  rela- 
tively simple— the  actual  production  of  such  a unit  is 
extremely  complex.  Ten  years  of  research  and  develop- 
ment were  required  to  solve  technological  problems  and 
perfect  the  needed  processes.  While  bottles  filled  with 
formula  are  in  constant  motion,  high  heat  is  applied  for 
a critically  short  period.  The  result:  a sterile  formula 
with  the  natural  whiteness  of  whole  milk  and  maximal 
retention  of  all  nutritional  values. 

©1964  MEAD  JOHNSON  & COMPANY,  EVANSVILLE,  INDIANA 
^NURSETTE  IS  A TRADEMARK  OF  MEAD  JOHNSON  & COMPANY 


Who  uses  “Nursette”? 

The  Nursette  unit  is  for  routine  feeding  of  normal 
fants.  Nursette  with  ready-to-use  formula  elimina 
much  of  the  work  and  worry  associated  with  curr 
methods  of  formula  preparation.  Consumer  surv 
with  hundreds  of  mothers  indicate  a high  preferei 
for  this  new  concept  in  infant  feeding. 

Infant  feeding  with  the  Nursette  unit  offers  practi 
benefits  to  both  the  inexperienced  parent  and  the  h 
ried  multipara  — without  compromising  nutritioi 
quality.  In  turn,  only  a minimum  amount  of  your  ti 
is  required  for  counseling  anxious  mothers  on  the  pr 
lems  of  formula  preparation. 

For  infant  feeding  in  the  home,  the  Nursette  dispo 
ble  formula  bottle  provides  clinically  proven  Enfai 
Infant  Formula  in  the  most  practical  and  conveni 
form.  This  consistent  20  cal./ oz.  nutrition  may  be  us 
exclusively  or  in  conjunction  with  formula  prepai 
from  Enfamil  concentrated  liquid  or  powder. 

As  the  ultimate  in  simplicity  and  safety  for  ho 
feeding,  the  Nursette  disposable  formula  bottle  will, 
doubt,  interest  many  parents.  In  keeping  with  our  de 
cation  of  “Serving  All  Needs  in  Infant  Nutritioi 
Mead  Johnson  Laboratories  is  proud  to  make  this  n 
product  available  to  you  and  your  patients. 


Mead  Johnson 
Laboratories 


Symbol  of  service  in  medicine 


EnfamiNMURSETTE 

ready-to-use 

disposable  infant  formula  unit 


Putting  the  cap  on  a bottle  sounds  simple. 
Just  make  it  tight  enough  to  keep  the  contents 
in,  prevent  leakage,  and  protect  the  product; 
loose  enough  to  be  opened  with  ease.  However, 
that  isn’t  quite  as  simple  as  it  sounds.  ■ At 
Eli  Lilly  and  Company,  there  are  exact-tight- 
ness specifications  for  the  cap  of  every  bottle. 
Capping  machines  are  carefully  adjusted  to 
apply  just  the  right  amount  of  torque  (or  twist) 


to  tighten  the  caps.  Then  the  tightness  of  the 
caps  is  double-checked  . . . just  to  be  sure. 
■ That’s  where  the  torque  tester  comes  in.  At 
least  once  every  fifteen  minutes,  five  bottles 
are  tested  as  they  come  out  of  the  capping 
machine.  They  are  placed  on  the  torque  tester, 
and  the  twist  on  the  caps  is  measured  . . . just 
one  more  of  the  many  controls  that  add  immea- 
surably to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company 


Indianapolis  6,  Indiana,  U.S.A. 
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Dr.  Edmund  L.  Keeney 


The  condition  of  Asthmatic 
Patients  after  daily  long-term 
corticosteroid  treatment 

by 

Edmund  L.  Keeney,  M.D. 


This  siudy  of  ihe  side  effect  from  long-term  administration  of  small  doses 
If  of  corticosteroids  to  25  asthmatic  patients  presents  some  interesting  find- 
||  ings.  Because  of  the  high  proportion  of  chronically  ill  individuals  main- 
11  tained  on  steroids  in  Arizona,  it  will  be  comforting  to  learn  that  many  of  ihe 
if  dreaded  complications  are  not  seen  as  frequently  as  commonly  suspected. 


IT  HAS  NOW  been  fourteen  years  since  Hench1 
and  his  associates  made  public  their  discovery 
of  the  anti-inflammatory  effects  of  cortisone  and 
corticotrophin  in  rheumatoid  arthritis  and  rheu- 
matic fever.  The  initial  hope  that  these  hormones 
might  quicken  the  spontaneous  cure  of  these  con- 
ditions was  shattered.  Soon  the  disastrous  side 
effects  of  hypercortisonism  thundered  forth  to 
sadden  and  haunt  physician  and  patient  alike. 
Cushing’s  syndrome  and  mesenchymal  disease, 
such  as  periarteritis  nodosa,  were  extravagant 
prices  to  pay  for  any  kind  of  relief.  Finally,  the 
name  of  cortisone  was  humiliated  by  describing 
it  as  an  expensive  and  dangerous  "aspirin. 

Today  we  recognize  that  such  pronunciations 
were  true  under  certain  conditions  and  in  a 
limited  sense.  The  ominous  side  effects  now 
seem  to  be  related  to  enthusiastic  overdosage, 
duration  of  use  and  somewhat  to  the  corticoster- 
oid formula.  The  synthetic  analogues  of  cortisone 
and  cortisol,  that  increase  anti-inflammatory 
effect  and  decrease  a sodium  retention,  have 
added  a measure  of  safety,  but  the  perfect 
corticoid  analogue  has  not  yet  been  discovered. 

Presented  at  the  72nd  Annual  Meeting,  The  Arizona  Medical 
Association,  Inc.,  Pioneer  Hotel,  Tucson,  Arizona,  May  3,  1963. 

Medical  Director  and  Member,  Scripps  Clinic  and  Research 
Foundation,  La  Jolla,  California. 


The  prudent  physician  before  prescribing  a 
corticosteroid  will  weigh  all  the  facts.  If  the 
possible  benefits  derived  from  the  control  of  the 
disease  outweigh  the  possible  side  effects,  then 
a clinical  trial  is  justified.  The  purpose  of  this 
report  is  to  provide  a number  of  facts  relevant 
to  the  therapeutic  use  of  small  daily  doses  of 
corticosteroids  in  the  treatment  of  asthma. 

Twenty-five  cases  of  intractable  asthma  treated 
for  an  average  of  91  months  with  a daily  average 
dose  of  55  mg.  of  cortisone  or  a biologically 
equivalent  amount  of  either  cortisol  or  predni- 
sone have  been  studied  in  the  Allergy  and  Im- 
munology Division,  Scripps  Clinic  and  Research 
Foundation.  It  is  hoped  that  the  resulting  in- 
formation will  elucidate  the  problems  arising  in 
long-term  hormonal  therapy. 

Method  of  Study 

The  18  males  and  7 females  with  intractable 
asthma  who  comprimise  the  present  series  were 
observed  at  weekly  intervals  in  the  Allergy  and 
Immunology  Division,  Scripps  Clinic  and  Re- 
search Foundation,  and  studied  during  periods 
of  hospitalization  after  an  average  of  55,  67,  79 
and  91  months  of  treatment.  It  was  the  intention 
of  the  author  to  limit  the  cases  to  those  patients 
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SIGNS  AND  SYMPTOMS  OF  CUSHING'S  SYNDROME  AND  ADDISONS  DISEASE 
COMPARISON  WITH  ASTHMATIC  SUBJECTS 
AFTER  PROLONGED  CORTICOSTEROID  THERAPY 


SIGNS  OR  SYMPTOMS 

ASTHMATIC  SUBJECTS 
(25  CASES) 

PER  CENT 

CUSHING'S  SYNDROME 

ADDISON'S  DISEASE 

BODY  WEIGHT 

INCREASE  12 

INCREASE  COMMON 

’PSEUDO-OBESITY" 

OCCASIONAL 

LOSS  COMMON 

BLOOD  PRESSURE 

HIGH  4 

HIGHiobov.  I||)  COMMON 

LOW  (Deio-  > COMMON 

SKIN 

Pigmentotion 

ond  4 

transient  vitiligo 

Purple  strioe 

ond  COMMON 

Pigmentotion 

ond  COMMON 

vitiligo 

MENSTRUAL  DISORDERS 
OR 

IMPOTENCE 

NONE 

COMMON 

ABSENT 

WEAKNESS 

8 

COMMON 

COMMON 

HIRSUTISM 

4 

COMMON 

ABSENT 

MENTAL  SYMPTOMS 

Irritability 

and  12 

depression 

W 0 f 4 9 - 75 -70 

Irritability, 

depression  COMMON 

major  psychosis 

ond  OCCASIONAL 

minor  behaviour 
changes 

GASTRO-INTESTINAL 

NONE 

OCCASIONAL 

COMMON 

PURPURA 

OR 

EASY  BRUISABILITY 

4 

COMMON 

ABSENT 

ANKLE  EDEMA 

cp  ^4 

COMMON 

ABSENT 

POOR  WOUND  HEALING 
OR 

SEVERE  INFECTIONS 

NONE 

OCCASIONAL 

ABSENT 

COMMON  • Occurs  more  than  50% 
OCCASIONAL: Occurs  less  thon  50% 


with  intractable  asthma.  By  definition,  intract- 
able asthma  is  a state  of  chronic  asthma  that  is 
violent,  relentless,  stubborn  and  ineffectively 
managed  by  treatment  held  to  be  scientifically 
rational  at  the  moment  the  patient  comes  under 
observation.  Rational  treatment  included  hypo- 
sensitization and  bronchodilator,  expectorant  and 
antibacterial  medications. 

In  the  Scripps  series,  there  were  18  males  and 
7 females;  all  were  Caucasians.  The  males  ranged 
in  age  from  23  to  73  years;  the  females  from  37 
to  75  years.  Every  patient  had  chronic  infection 
throughout  the  bronchial  tree  and  18  had  one 
or  more  of  the  paranasal  sinuses  chronically  in- 
fected. The  patients  with  chronic  sinusitis  re- 
ceived local  medical  and  surgival  treatment. 
Fifteen  patients  were  considered  to  be  allergic 
to  inhalant  antigens  and  had  been  receiving 
hyposensitization.  All  subjects  had  been  taking 
a bronchodilator  drug  by  mouth  or  injection  and 
an  expectorant.  Each  received  a wide  spectrum 
antibiotic  drug  at  the  time  of  an  exacerbation  of  a 
respiratory-infection. 

Symptoms  and  Signs 

Patients  on  prolonged  corticosteroid  treatment 
should  present  symptoms  and  signs  of  Cushing’s 
and  Addison’s  disease.  Table  1 presents  the 
common  symptoms  and  signs  of  these  two  dis- 
orders for  comparison  with  those  of  the  patients 
in  this  series.  The  word  “common”  in  table  1 is 


employed  to  express  an  occurrence  in  more  than 
50  per  cent  of  patients  and  the  word  “occasional” 
for  less  than  50  per  cent.  Numbers  such  as  37, 
75  and  54  occurring  after  a patient’s  initials  in- 
dicate respectively  the  age,  and  daily  dose  of 
corticosteroid  in  milligrams  and  the  number  of 
months  of  treatment. 


HEMATOLOGICAL  DATA  BEFORE  AND 

CORTICOSTEROID  THERAPY 

AFTER 

BEFORE  TREATMENT 

AFTER  TREATMENT 

(23  PATIENTS) 

(25  PATIENTS) 

RANGE  OF 

MEAN =AVE 

RANGE  OF 

MEAN-  AVE. 

VARIATION 

DEVIATION 

VARIATION 

DEVIATION 

HEMATOCRIT  (volumes  % of  cells)  40_54 

47 4 - 2.8 

39-  54 

47.0  - 3.2 

SEDIMENTATION  RATE 

(Wintrobe  : mm. in 

0-38 

1 hr ) 

14  6-  10.5 

0-31 

7.0 -5.3 

LEUCOCYTES  (per  mm5) 
(DIFFERENTIAL  COUNT) 

5400-14,300 

89201  1.760 

5600-18200 

o 

> 

o 

o 

o 

c 

NEUTROPHILS  (%) 

40-81 

59  *9.6 

49-77 

61.0-5  4 

LYMPHOCYTES (%) 

9-4  5 

31  - 8.7 

21  -45 

31.0  - 3.8 

MONOCYTES  (%) 

0-6 

2.6-  1.0 

1 -7 

3.2-  16 

EOSINOPHILS  (%) 

0-  14 

6 6*4.2 

0-24 

4 6=47 

Table  2. 


Laboratory  Findings 

The  hematological  data  recorded  in  table  2 
are  presented  in  columns  under  range  of  varia- 
tion and  mean  with  average  duration  deviation 
before  and  after  treatment.  The  differences  were 
not  significant. 

The  determined  values  for  chemical  constitu- 
ents of  the  blood,  recorded  in  table  3,  after  and 
during  prolonged  corticosteroid  treatment  for 
electrolytes,  urea,  creatine,  creatinine  and  fasting 
“true”  glucose  were  within  the  normal  range  for 
our  laboratory.  Three  patients  had  a serum  total 
cholesterol  level  that  exceeded  320  mg.  per  cent, 
but  the  over-all  average  was  within  the  normal 
range.  Two  patients  had  a protein  bound  iodine 
above  8 meg.  per  cent,  but  their  last  dose  of  a 


LABORATORY  VALUES  IN  ASTHMATIC 

PROLONGED  CORTICOSTEROID 

SUBJECTS 

THERAPY 

AFTER 

BLOOD-CHEMICAL  CONSTITUENTS 

RANGE  OF 

MEAN- 

NORMAL  RANGE 

NO. 

PATIENTS 

VARIATION 

AVE.  DEV. 

(SCRIPPS  LAB.) 

SODIUM,  SERUM  (mEq./L.) 

25 

136-146 

140*2.4 

137-145 

POTASSIUM, SERUM  (mEq./L.) 

25 

4.0-  5.3 

4.4  * .24 

38-5.6 

CHLORIDE.SERUM  (mEq  /L.) 

25 

97-110 

104*2.8 

99-110 

"CARBON  DIOXIDE  CAPACITY" 
SERUM, VENOUS  (mEq./L.) 

23 

21  -34 

28*2.0 

23-28 

UREA  NITROGEN,  SERUM 

(mg./IOOml.) 

25 

9.5-23 

15*2.6 

10-20 

CREATINE  (mg./IOOml.) 

21 

0.1  -1.9 

0.7*0  4 

0 5-2.0 

CREATININE  (mg./IOOml.) 

20 

0.1  -1.3 

0.9*02 

0. 3-1.0 

FASTING  "TRUE"  GLUCOSE 
(mg./IOOml.) 

25 

53  - 100 

71  *9.5 

60-104 

CHOLESTEROL 

25 

147-427 

259*44 

130-320 

FUNCTIONAL  TESTS 

PROTEIN  BOUND  IODINE 
(pg/IOOml.) 

20 

4 0-12.0 

7.1-  1.4 

4.0 -8.0 

TOTAL  IODINE,  SERUM 

(pg/IOOml.) 

20 

4 6-12.0 

7.7*  1.3 

l"1  UPTAKE  ( % in  24hrs) 

4 

24  -35 

28*4 

10-45 

BASAL  METABOLIC  RATE  (%) 

22 

-15  - *18 

-3*  7 

-1 5 - ♦ 1 5 

Table  3. 
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saturated  solution  of  potassium  iodide  had  been 
four  weeks  prior  the  determinations.  The  electro- 
phoretic patterns  of  serum  proteins,  though  not 
recorded  in  a table,  were  normal  for  every  sub- 
ject. 


The  results  of  oral  glucose  tolerance  tests  are 
depicted  in  table  4.  For  3 days  prior  to  testing  for 
glucose  tolerance,  the  subjects  were  prepared 
with  a diet  containing  no  less  than  300  gm.  of 
carbohydrate  per  24  hours.  Corticosteroid  ad- 
ministration was  not  discontinued  during  the 
testing.  Blood  glucose  was  determined  from 
finger  blood  as  “true”  glucose  using  a modifica- 
tion of  the  method  of  Nelson.2  The  zone  demar- 
cated with  parallel  bars  pictures  ranges  for  nor- 
mals. The  subjects  in  this  series  had  a fasting 
“true”  glucose  within  the  normal  range;  none 
had  glycosuria  and  ketonuria.  One  known  dia- 
betic received  75  mg.  of  cortisone  for  40  months 
without  mishap  or  difficulty  in  diabetic  control. 
His  tolerance  test,  typically  diabetic,  was  not 
recorded  in  table  4.  One  subject,  a 73-year-old 
man  with  a negative  family  history  for  diabetes 
mellitus,  who  had  received  75  mg.  of  cortisone 
daily  for  85  months,  had  a diabetic  type  of  toler- 
ance for  glucose.  The  remaining  patients,  ex- 
cept for  minor  deviations,  did  not  exhibit  intoler- 
ance. Only  one  patient  in  the  series  admitted  or 
had  knowledge  of  the  occurrence  of  familial 
diabetes  mellitus;  she  had  a normal  test. 

SOME  MICROBIOLOGICAL  studies  were  con- 
ducted. Sputum  cultures  for  bacteria  and 
fungi  were  obtained  from  all  patients  before  and 
after  treatment.  Stool  cultures  for  fungi  were 
acquired  only  at  times  of  study.  There  was  no 


alteration  in  bacterial  flora  that  could  be  ascribed 
to  corticosteroid  therapy.  Candida  albicans  was 
isolated  from  the  sputa  of  3 patients  after  and 
during  treatment,  but  all  subjects  had  received 
periodically  wide-spectrum  antibiotic  medica- 
tion. Candida  albicans  was  isolated  from  the 
stools  of  5 patients,  and  2 of  these  had  not  re- 
ceived antibiotic  therapy. 

The  urinalyses  and  serological  tests  for  syphilis 
were  respectively  normal  and  negative  in  all 
subjects. 

The  L-E  tests  performed  by  the  clot  technique 
were  negative.  Specimens  of  skin  and  muscle 
were  taken  for  biopsy  from  the  left  deltoid  re- 
gion and  were  normal  except  for  1 specimen  that 
revealed  muscle  necrosis  and  regeneration  and 
perivascular  round  cell  cuffing.  The  patient  from 
whom  this  particular  specimen  was  taken  had 
received  200  mg.  of  cortisol  daily  for  43  days 
just  prior  to  the  biopsy.  The  serum  from  this 
patient  did  not  disclose  a potassium  alteration. 
Three  and  6 months  after  the  original  biopsy  and 
after  cortisol  had  been  reduced  to  20  mg.  twice 
daily,  specimens  for  biopsy  were  normal. 

There  are  not  specific  electrocardiographic 
changes  in  Chushing's  and  Addison’s  diseases. 
The  changes  that  produce  slowing  of  electrical 
conduction  in  Addison's  disease  and  the  quicken- 
ing of  it  in  some  patients  on  large  doses  of  corti- 
costeroids are  most  likely  metabolic  in  origin. 
In  this  series,  only  1 patient  had  an  abnormality 
that  might  have  been  attributed  to  corticoster- 
oids, and  that  was  a prolongation  of  the  P-R 
interval  to  0.28. 

The  electroencephalograms  were  normal  with 
2 exceptions.  One  patient,  not  an  epileptic  and 
also  without  a family  background  of  epilepsy, 
had  a tracing  similar  to  the  interseizure  pattern 
of  a person  with  grand  mal.  The  other  had  a 
pattern  that  varied  from  absolute  normal  but 
one  that  is  seen  in  about  10  per  cent  of  patients 
without  central  nervous  system  disease. 

ROENTGENOGRAMS  of  the  upper  gastroin- 
testinal tract  were  normal;  there  was  no  evi- 
dence of  ulceration  or  deformity.  Analyses  of 
fasting  gastric  contents  revealed  absence  of  free 
acid  in  75  per  cent  of  those  treated  48  or  more 
months;  the  average  total  acid  in  these  same 
subjects  was  10  ml.  of  0.1  N HC1.  The  average 
age  of  this  group  was  50  years. 

Roentgenograms  of  the  skull,  right  wrist,  lum- 
bosacral vertebrae  and  pelvis  were  examined 
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separately  by  3 roentgenologists.  Osteoporosis 
was  described  in  3 subjects  and  was  observed 
only  in  the  lumbosacral  vertebrae. 


PULMONARY  VENTILATION  STUDIES  BEFORE  AND  AFTER 

CORTICOSTEROID  THERAPY 

13  PATIENTS  % OF  PREDICTED 

NORMAL 

BEFORE  TREATMENT 

AFTER  TREATMENT 

MEAN 

MEAN 

VITAL  CAPACITY  (cc) 

BEFORE  BRONCHODILATOR 

85.0 

85.7 

AFTER  BRONCHODILATOR 

91.6 

96.5 

3 SECOND  TIMED  VITAL  CAPACITY  (cc.) 

BEFORE  BRONCHODILATOR 

69.4 

66.9 

AFTER  BRONCHODILATOR 

71  .6 

79. 1 

MAXIMUM  BREATHING  CAPACITY (L./min.) 

BEFORE  BRONCHODILATOR 

40.0 

48.9 

AFTER  BRONCHODILATOR 

5 1 .6 

70.5 

Table  5. 


In  table  5 are  depicted  pulmonary  ventilation 
studies  conducted  on  13  patients  before  and 
after  treatment.  The  only  significant  difference 
after  corticosteroid  therapy  was  in  the  degree  of 
improvement  of  maximum  breathing  capacity 
(M.B.C.)  after  a bronchodilator  drug.  Before 
treatment,  there  was  an  increase  in  M.B.C.  of 
12  per  cent  compared  to  an  increase  of  22  per 
cent  obtained  after  and  during  treatment. 


An  attempt  was  made  to  evaluate  the  status 
of  the  adrenal  cortex  by  estimating  the  urinary 
(17-hydroxy  corticosteroids  and  calculating  the 
blood  circulating  eosinophiles  immediately  be- 
fore and  during  stimulation  with  ACTH-gel.  The 
day  before,  the  day  of  and  the  day  after  multiple 
ACTH-gel  administration,  urine  for  17-hydroxy- 
corticosteroids,3  blood  for  direct  eosinophile  cal- 
culation4 and  total  cholesterol5  were  collected. 
The  day  of  cortieotrophin  administration  80  units 
of  ACTH-gel  (same  lot)  were  administered  in- 


RESPONSE  OF  URINARY  17  0H- 
CORTI COSTEROIDS  TO  EXOGENOUS  ACTH 


URINARY 


30 

25 

20 


17-  HYDROXY- 
CORTICOIDS  15 
MG/24  HR  |Q 

5 

0 


INCREMENT  OVER  CONTROL  EXCRETION 


i 67 

79  91 

MOS  MOS 

j T 

4-  T 

: — 

j _i_ 

— 

ACTH  GEL-  80 

UNITS  I M 8 A.M 

DAY  I 


80 

8 PM 


55 


Table  6. 


tramuscularly  at  8:00  a.m.  and  8:00  p.m.  These 
same  tests  were  conducted  on  a control  group  of 
10  subjects  who  were  similar  to  those  of  the 
treated  series  in  all  respects  (type  of  disease, 
duration  of  disease,  age  and  sex)  except  the 
designated  control  group  had  never  before  re- 
ceived cortieotrophin  and  corticosteroids. 

Table  6 depicts  the  17-hydroxycorticosteroid 
response  to  exogenous  ACTH-gel  in  our  series 
after  treatment  for  55,  67,  79  and  91  months  and 
a control  group  of  10  subjects.  The  urinary  17- 
hydroxycorticosteroids  are  reported  in  increments 
over  control  excretion.  The  control  excretion  was 
estimated  in  the  24  hour  urine  specimen  collect- 
ed the  day  before  ACTH  administration.  The 
daily  maintenance  oral  dose  of  corticosteroids 
was  continued  during  the  testing.  The  vertical 
bars  represent  the  range  of  results.  The  left  solid 
bar  depicts  the  response  of  the  control  or  un- 
treated subjects.  From  left  to  right  the  variously 
dashed  vertical  bars  record  the  response  for 
the  treated  subjects  after  55,  67,  79  and  91 
months  of  daily  corticosteroids  on  the  day  of  and 
day  after  ACTH  injection. 


BLOOD  FOR  direct  calculation  of  cirulating 
eosinophiles  was  drawn  at  7:30  a.m.  and 
3:30  p.m.  during  the  3 days  of  the  test;  the  re- 
sponse to  ACTH  was  measured  as  per  cent  of 
fall.  The  estimation  of  ACTH  effect  on  eosinop- 
hiles was  conducted  on  the  control  group  and  on 
the  treated  subjects  after  a mean  of  55  months  of 
treatment.  As  illustrated  in  table  7,  there  was  an 
80  per  cent  fall  in  the  control  group  at  3:30  p.m. 
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on  the  day  of  ACTH  administration.  The  low 
eosinophile  count  continued  thruout  the  night 
and  returned  to  normal  the  next  day.  There  was 
a delay  in  eosinopenia  in  the  treated  subjects,  but 
a nearly  60  per  cent  fall  occurred  by  3:30  p.m. 
the  day  after  the  injections  of  ACTH.  Eosino- 
phile counts  were  made  on  12  of  the  treated  pa- 
tients on  the  second  day  after  ACTH  administra- 
tion, and  in  every  subject  the  count,  by  this  time, 
was  returning  to  the  level  obtained  prior  to 
injections  of  ACTH.  This  indicated  that  the  max- 
imum eosinopenia  in  treated  subjects  occurred 
about  3:30  p.m.  one  day  after  ACTH  administra- 
tion and  paralleled  the  delayed  and  maximum 
17-hydroxycorticosteroid  concentration  in  urine. 


RESPONSE  OF  TOTAL  CHOLESTEROL  TO  EXOGENOUS  ACTH 


290- 


• MEAN  OF  TREATEO  SUBJECTS 

o- o MEAN  OF  CONTROL  SUBJECTS 


o 

£ 

u 230 

o 

- 

...... 

~ ^ 

h 210 
o 

1 

1 

1 

1 

1 1 

TIME 

8 00a  m. 

I2NOON 

4' 00pm 

8'OOa.m. 

12  NOON 

4' 00pm. 

8'OOo.m. 

I2N00N  400pm. 

ACTH  GEL 
UNITS  l M 

80 

8 QQa  m 

80 

8 OOp  m 

DAY 

1 

2 

3 

Table  8. 


Table  8 depicts  the  effect  of  corticosteroids 
and  the  administration  of  ACTH  on  the  mean 
total  serum  cholesterol  levels  of  the  treated 
subjects.  The  cholesterol  levels  of  the  untreated 
group  and  the  effect  of  ACTH  on  these  levels  is 
depicted  for  comparison.  There  is  a slight  dif- 
ference in  the  mean  for  the  2 groups,  but  the 
levels  fall  within  the  range  of  normal  variation 
for  our  laboratory. 

Comments 

At  the  onset  of  this  study  10  years  ago  when 
treatment  for  the  majority  of  the  subjects  was 
started,  all  side  effects  attending  the  use  of 
corticosteroids  were  not  documented.  Conse- 
quently, treatment  was  accompanied  by  a sense 
of  cautiousness.  When  a patient  with  intractable 
asthma  was  selected  for  treatment,  the  previous 
medical  regimen  was  continued;  this  usually  in- 
cluded hyposensitization  and  bronchodilator, 
expectorant  and  antibiotic  medication.  Cortisone 
was  added  in  doses  of  50  mg.  three  times  a day 
after  meals  and  at  bedtime  for  2 to  3 days. 
The  dose  was  then  reduced  to  25  mg.  three  times 
a day  after  meals  and  at  bedtime  every  day  until 
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the  patients  became  asymptomatic.  Thereafter, 
the  dose  was  gradually  reduced  every  6 days  to 
the  smallest  one  that  maintained  the  asymp- 
tomatic or  nearly  asymptomatic  state.  This  aver- 
age daily  maintenance  dose  was  55  mg.  of 
cortisone  or  a clinically  equivalent  amount  of 
either  cortisol  or  prednisone.  When  corticoster- 
oids were  given  twice  daily,  an  equal  amount 
was  taken  after  breakfast  and  on  retiring.  When 
administered  three  times  daily,  equal  amounts 
were  taken  after  breakfast,  after  supper  and  on 
retiring.  Most  asthmatics  are  worse  in  the  even- 
ing and  night.  The  subjects  in  this  series  were  no 
exception,  and  they  seemed  to  profit  most  by 
having  the  total  24  hour  dosage  divided  in  the 
manner  described.  The  diurnal  secretory  activity 
of  the  adrenal  cortex  had  not  been  carefully 
elucidated  when  this  study  was  started,  and 
consequently,  the  advantages  in  preserving  cor- 
tical activity  by  administering  cortisone  in  a 
dosage  no  greater  than  50  mg.  at  8:00  a.m.  were 
not  appreciated.  Subsequently,  an  effort  was 
made  in  appropriate  subjects  to  give  the  24-hour 
dose  at  8:00  a.m.  instead  of  in  divided  doses  at 
8:00  a.m.  and  bedtime,  but  the  symptoms  at 
night  remained  uncontrolled,  and  the  technique 
of  dividing  the  dose  had  to  be  resumed. 

During  the  study,  the  subjects  were  observed 
twice  weekly  then  weekly  in  the  Division  of 
Allergy  and  Immunology,  Scripps  Clinic  and 
Research  Foundation.  The  evidence  of  improve- 
ment compared  to  the  paucity  of  signs  and  symp- 
toms of  hypercortisonism  was  impressive  and 
stimulated  the  first  period  of  study  at  a time 
when  the  group  had  been  treated  for  a mean 
of  55  months.  Each  patient  was  admitted  to  the 
Clinic’s  hospital  service  for  6 days  of  study  and 
remained  ambulatory  or  at  bed  rest  depending 
upon  the  requirements  of  the  laboratory  tests. 
The  vast  majority  of  data  reported  here  were 
collected  at  these  times.  Subsequently,  at  a mean 
duration  of  treatment  of  67,  79,  and  91  months, 
the  patients  were  readmitted  for  adrenocortical 
function  tests  and  any  additional  evaluation  that 
seemed  indicated  by  presenting  symptoms  and 
physical  signs. 

The  mental  symptoms  of  irritability  and  de- 
pression which  are  common  in  Cushing’s  syn- 
drome and  in  subjects  on  large  doses  of  corti- 
costeroids occurred  in  only  3 patients.  Two  of 
these  subjects  were  receiving  an  average  of  75 
mg.  of  cortisone  daily,  a dose  20  mg.  larger 
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than  the  mean  for  the  group.  These  same  2 
subjects  had  an  increase  in  body  weight;  obesity 
appeared  in  one  other  member  of  the  series. 
Two  patients  complained  of  weakness;  one  pa- 
tient had  a rise  of  blood  pressure;  one  developed 
hirsutism;  an  elderly  subject  displayed  easy 
brusability;  and  another  had  ankle  edema.  One 
of  the  subjects  who  had  received  200  mg.  of 
cortisol  daily  for  43  days  developed  increased 
pigmentation  and  vitiligo  which  promptly  disap- 
peared after  the  daily  dosage  was  reduced  to 
40  mg. 

The  symptoms  and  signs  common  to  Cushing’s 
and  Addison’s  diseases  were,  therefore,  not  com- 
mon in  the  patients  of  this  series.  Only  6 sub- 
jects presented  from  1 to  3 of  the  manifestations 
of  hypercortisonism.  The  mean  dose  of  cortisone 
for  these  patients  was  55.3  mg.  which  was  sim- 
ilar to  that  of  the  entire  group.  However,  the 
mean  duration  of  treatment  was  longer  in  those 
who  exhibited  hypercortisonism. 

EXAMINATION  OF  the  laboratory  data  did 
not  reveal  consistently  abnormal  findings  that 
are  observed  in  Cushing’s  and  Addison’s  diseases. 
Polycythemia  never  developed,  and  only  4 sub- 
jects had  a direct  eosinophile  count  below 
100/mm.3  One  patient  had  a diabetic  glucose 
tolerance  test  and  3 displayed  osteoporosis.  There 
was  hypochlorhydria  in  75  per  cent  of  the  pa- 
tients treated  48  or  more  months;  a finding  more 
characteristic  of  Addison’s  than  Cushing’s  dis- 
ease. Roentgenograms  of  the  upper  and  lower 
gastrointestinal  tract  were  uniformly  normal. 
The  normal  electrolyte  pattern  was  not  disturbed, 
and  there  was  no  indication  of  a trend  toward 
a hypo-  or  hyperthyroid  state.  The  mean  serum 
total  cholesterol  was  a little  higher  in  the  treated 
group  than  in  the  control  group  but  was  within 
the  normal  range  of  variation  for  our  laboratory. 
Three  patients  did  have  a total  cholesterol  level 
above  320  mg.  per  cent  which  was  considered 
elevated  by  our  standards. 

There  was  no  significant  change  in  bacterial 
and  fungal  flora  of  the  respiratory  and  gastro- 
intestinal tracts  that  might  be  attributed  to 
corticosteroid  therapy.  Only  one  patient  had 
an  electrocardiographic  change  that  might  be 
ascribed  to  the  metabolic  effect  of  corticosteroids, 
and  this  was  a prolongation  of  the  P-R  interval; 
there  was  no  other  apparent  cause  for  delay  in 
electrical  conduction.  Furthermore,  the  electro- 
encephalogram of  one  subject  was  similar  to  the 


interseizure  pattern  of  a patient  with  grand  mal. 
Elestroencephalographic  changes  developing 
during  corticotrophin  treatment  have  been  des- 
cribed.On  the  other  hand,  Friedman  and  Engel7 
stated  that  the  electroencephalogram  remained 
unchanged  by  cortisone  and  corticotrophin  ad- 
ministration. 

KECAUSE  generalized  lesions  of  periarteritis 
nodosa  have  been  observed  by  Kemper,  Bag- 
genstoss  and  Slocumb8  in  4 of  14  patients  with 
chronic  rheumatoid  arthritis  who  had  been  treat- 
ed with  cortisone,  specimens  of  skin  and  muscle 
were  taken  for  biopsy  from  every  subject  in  this 
series.  All  specimens  were  normal  except  for 
one  and  that  revealed  muscle  necrosis  and  re- 
generation and  a perivascular  round  cell  cuffing. 
This  patient  had  received  200  mg.  of  cortisol 
daily  for  43  days;  the  serum  potassium  was  not 
altered.  Three  and  6 months  after  the  first  biopsy 
and  after  reducing  the  dose  of  cortisol  to  40 
mg.  daily,  specimens  for  biopsy  were  negative. 
Ellis9  observed  identical  changes  in  rabbits  treat- 
ed with  10  mg.  of  cortisone  per  kilogram  per  day. 
Identical  changes  have  been  observed  in  humans 
dying  with  a variety  of  infectious  diseases,10 
dermatomyositis,11  myasthemia  gravis,12  muscular 
dystrophy,13  systemic  lupus  erythematosus14  and 
in  patients  dying  of  typhoid  fever.13 

Interesting  and  significant  information  was 
gained  by  estimating  the  excretion  of  17-hydroxy- 
corticosteroids  before  and  after  ACTH-gel  stim- 
ulation in  the  treated  subjects  and  a selected 
control  group.  The  adrenal  cortex  in  the  treated 
subjects  was  still  quite  responsive  to  corticotro- 
phin. Though  the  response  was  sluggish  when 
compared  with  the  untreated  group,  it  was  clear 
that  the  gland  was  capable  of  synthesizing  and 
excreting  cortisol  even  though  it  took  a few  hours 
longer  to  approximate  the  quantitive  response  of 
the  glands  in  those  who  were  unexposed  to  cor- 
ticosteroid therapy.  Furthermore,  the  responsive- 
ness of  the  adrenal  cortex  in  the  treated  subjects 
was  not  appreciably  altered  over  a course  of  3 
years  of  continuous  treatment.  One  might  as- 
sume from  this  data  that  the  adrenal  cortex  is  not 
progressively  suppressed  by  maintenance  ther- 
apy. 

Finally,  from  pulmonary  ventilation  tests  it 
was  observed  that  a bronchodilator  drug,  as  far 
as  maximum  breathing  capacity  was  concerned, 
was  more  effective  during  than  prior  to  cortico- 
steroid therapy.  The  increase  in  responsiveness 


468 


Arizona  Medicine 


of  the  bronchial  tree  musculature  to  a broncho- 
dilator  drug  must  be  due  to  the  anti-inflamma- 
tory effects  of  the  corticosteroids.  This  observa- 
tion is  therapeutically  significant;  that  is,  the 
effect  of  ephedrine  and  epinephrine  should  be 
enhanced  when  administered  concomitantly  with 
a corticosteroid. 

Summary 

1.  The  findings  in  25  cases  of  intractable  asth- 
ma, collected  from  the  Scripps  Clinic  and  Re- 
search Foundation  and  treated  for  an  average 
of  91  months  with  a daily  average  dose  of  55 
mg.  of  cortisone  or  a clinically  equivalent  amount 
of  cortisol  or  prednisone,  have  been  reported. 

2.  The  18  male  subjects  ranged  in  age  from  23 
to  73  years;  the  7 females  from  37  to  75  years. 
Every  patient  had  chronic  bronchial  infection 
and  18  had  chronic  sinusitis.  Fifteen  subjects 
were  considered  to  be  allergic  to  inhalant  anti- 
gens and  were  receiving  hyposensitization  treat- 
ment. All  patients  had  received  bronchodilator 
and  expectorant  drugs,  and  these  medications 
were  continued  when  corticosteroids  were  in- 
troduced. Wide  spectrum  antibiotics  were  em- 
ployed periodically. 

3.  The  symptoms  and  signs  common  in  patients 
with  Cushing’s  and  Addison’s  diseases  were  not 
common  in  the  cases  in  this  series.  Six  patients 
presented  from  1 to  3 of  the  manifestations  of 
hypercortisonism. 

4.  Hematological  data  before  and  during  treat- 
ment were  not  significantly  different. 

5.  The  determined  values  for  chemical  con- 
stitutents  of  the  blood  for  electrolytes,  urea,  crea- 
tine, creatinine  and  fasting  “true”  glucose  were 
normal.  Three  cases  had  a total  cholesterol  in 
excess  of  the  normal  upper  limits  in  our  labora- 
tory. Thyroid  function  tests  and  electrophoretic 
patterns  for  serum  proteins  were  normal.  The 
glucose  tolerance  test  was  diabetic  in  type  in 
one  patient. 

6.  There  was  no  alteration  in  the  bacterial 
and  fungal  flora  of  the  respiratory  and  gastroin- 
testinal tracts. 

7.  Specimens  of  skin  and  muscle  taken  for 
biopsy  were  normal  except  one  from  a patient 
who  had  received  200  mg.  of  cortisol  daily  for 
43  days.  In  this  specimen  there  was  muscle 
necrosis  and  perivascular  round  cell  cuffing 
which  disappeared  after  the  dose  of  cortisol  was 
reduced  to  40  mg.  daily. 

8.  The  electrocardiogram  revealed  a prolonged 


Original  Articles 


P-R  interval  in  one  patient;  the  tracings  were 
normal  in  the  other  subjects. 

9.  In  one  patient  the  electroencephalogram 
demonstrated  a pattern  similar  to  the  interseizure 
pattern  of  grand  mal;  the  tracings  for  the  other 
subjects  were  normal. 

10.  Hypochlorhydria  was  observed  in  75  per 
cent  of  the  patients  that  were  treated  for  48 
or  more  months. 

11.  Roentgenograms  of  the  gastrointestinal 
tract  were  normal.  Roentgenograms  of  the  lum- 
bosacral vertebrae,  right  wrist,  skull  and  pelvis 
revealed  osteoporosis  in  three  patients  and  this 
was  demonstrable  only  in  the  lumbosacral  verte- 
brae. 

12.  The  adrenocortical  response  to  multiple 
ACTH-gel  stimulation  was  delayed  in  the  treated 
group  and  quantitatively  inferior  to  the  control 
group.  The  responsiveness  in  the  treated  cases 
was  not  altered  during  3 years  of  continuous 
treatment. 

13.  From  pulmonary  ventilation  tests  it  was 
observed  that  a bronchodilator  drug  was  more 
effective  during  than  prior  to  corticosteroid 
therapy.  Accordingly,  the  effect  of  ephedrine 
and  epinephrine  on  the  musculature  of  the  bron- 
chi should  be  enhanced  when  administered  con- 
comitantly with  one  of  the  corticosteroids. 

14.  The  patients  in  this  series,  who  were  in- 
capacitated, have  been  able  to  resume  a fairly 
active  and  productive  life. 

15.  It  is  reasonable  to  conclude,  after  analyz- 
ing all  facts  elucidated  by  this  investigation,  that 
the  benefits  from  the  control  of  the  disease,  in 
this  instance  intractable  asthma,  outweigh  the 
side  effects  from  prolonged  daily  administration 
of  small  doses  of  corticosteroids. 
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Cardiac  disease  is  complicated  by  pregnancy.  However,  the  predictable 
circulatory  burden  of  pregnancy  can  be  reduced  with  an  understanding  of 
the  patho-physiology. 


IN  THE  NORMAL  female  patient,  pregnancy 
imposes  a significant  and  predictable  circula- 
tory burden.  This  increased  load  begins  early 
in  the  first  trimester,  increases  progressively 
throughout  the  second  trimester,  reaches  its 
maximum  between  the  seventh  and  eighth 
months,  then  slowly  decreases  up  to  the  time  of 
parturition.  Transient  load  increases  ocur  dur- 
ing labor  and  in  the  immediate  post-partum 
period  which  do  not,  however  reach  the  high 
antepartum  levels.  A return  to  the  normal  non- 
pregnant state  occurs  usually  by  the  second 
post-partum  week.1,2  A crucial  question  arises,  as 
to  the  risks  involved  in  the  female  patient  with 
organic  heart  disease  who  becomes  pregnant. 
Will  their  hearts’  functional  integrity  deteriorate 
with  the  added  burdens  of  pregnancy?  In  many 
clinics  cardiac  disease  and  its  complications  are 
among  the  leading  causes  of  maternal  death. 
How  then  should  physicians  advise  patients  with 
heart  disease  of  the  risks  involved  during  preg- 
nancy? 

I.  Incidence-Etiology 

The  incidence  of  heart  disease  in  pregnancy 
varies  because  of  the  lack  of  uniformity  in  diag- 
nostic criteria.  It  has  ranged  from  a reported 
incidence  of  2.3 % at  the  Boston-Lying-in  Hospital8 
to  3.23%  and  higher  in  the  British  Isles.4’5 

Emeritus  Professor  of  Medicine  — Cardiology,  University  of 
Southern  California,  School  of  Medicine. 

Resident  — Internal  Medicine,  Los  Angeles  County  Hospital. 


A.  Rheumatic  Heart  Disease:  That  rheumatic 
heart  disease  is  by  far  the  most  common  type 
of  heart  disease  in  pregnant  women  is  a familiar 
fact  in  this  country  and  Great  Britain.3’4’5  Yet, 
Buemann  in  Denmark,2  reporting  on  184  patients, 
noted  44%  had  congenital  heart  disease  and 
48%  acquired  heart  disease,  primarily  rheumatic 
heart  disease.  Table  I shows  850  consecutive 

TABLE  1 
Boston 

Total  % 


Rheumatic  Heart  Disease  781  91.9 

Congenital  Heart  Disease  28  3.3 

Cardiovascular  Syphilis  2 

Miscellaneous  39  4.8 

Denmark 

Congenital  Heart  Disease  81  44 

Acquired  Heart  Disease  88  44 

Miscellaneous  15  8 


pregnant  cardiac  patients  seen  at  the  Boston- 
Lying-in  Hospital  as  compared  with  184  patients 
reported  by  Beumann.  In  the  Boston  group  the 
miscellaneous  cases  included  17  individuals  with 
various  cardiovascular  disorders  rarely  found  in 
young  women  and  22  patients  with  gross  en- 
largement of  the  heart  and  associated  hyper- 
tension. In  the  majority  of  reports  85-95%  of  all 
pregnant  women  with  cardiac  disease  have  rheu- 
matic heart  disease  with  mitral  stenosis  being 
the  principle  valvular  lesion.  Table  II  and  III 
show  the  distribution  of  valvular  lesions  in  500 
consecutive  cases  reported  by  Sutherland.4 
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Table  II 

(Single  Rheumatic  Valvular  Lesions  — 394  cases) 

Total  % 


Mitral  Insufficiency  15  4 

Mitral  Stenosis  304  ' 7 

Mitral  Stenosis  and  Insufficiency 53  13.4 

Total  372 

Aortic  Stenosis  2 

Aortic  Insufficiency  14 

Aortic  Stenosis  and  Insufficiency 6 


Table  III 

(Double  Rheumatic  Valvular  Lesions  — 71  cases) 

Total 


Mitral  Stenosis  and  Aortic  Insufficiency  48 

Mitral  Stenosis  and  Aortic  Stenosis  . 3 

Mitral  Insufficiency  and  Aortic  Insufficiency  ....  1 


Mitral  Stenosis  and  Aortic  Stenosis  and 

Insufficiency  

Mitral  Stenosis  and  Insufficiency  and  Aortic 

Stenosis  and  Insufficiency 

Mitral  Stenosis  and  Insufficiency  and  Aortic- 

Insufficiency  

Total  


The  prognosis  of  the  pregnant  cardiac  patient 
with  valvular  disease  varies  with  the  location 
and  severity  of  the  lesion.  It  is  believed  that  the 
mechanical  block  produced  by  mitral  stenosis 
rather  than  left  ventricular  failure  is  the  usual 
cause  of  pulmonary  congestion. h Congestive  heart 
failure,  whether  secondary  to  mechanical  valvu- 
lar obstruction  or  to  ventricular  decompensa- 
tion, is  the  most  common  cause  of  maternal 
death.  Atrial  fibrillation  is  not  often  seen,  but 
carries  a grave  prognosis  as  it  indicates  myo- 
cardial damage.  Mortality  in  such  cases  is  about 
30%. 5 Mitral  insufficiency  is  generally  a benign 
lesion.  The  risks  involved  in  aortic  valve  lesions 
are  the  same  as  in  the  non-pregnant  individual. 
It  is  rare  for  acute  rheumatic  fever  to  occur 
during  pregnancy. 

B.  Congenital  Heart  Disease:  This  forms  the 
second  largest  group  of  cardiac  lesions  found 
in  pregnancy.  It  is  difficult  to  get  a representa- 
tive picture  as  rare  and  unusual  cases  with 
severe  symptoms  are  more  often  reported  in 
the  literature  than  others.  The  reported  inci- 
dence of  congenital  heart  disease  ranges  from  0.2 
to  19%  of  all  pregnant  cardiac  patients3"10  and  has 
been  reported  to  be  as  high  as  44%  in  the  Scan- 
dinavian countries.2 

The  lesions  most  often  encountered  were  sep- 
tal defects,  patent  ductus  arteriosus,  pulmonary 
stenosis  and  tetralogy  of  Steno-Fallot  in  that 
order.  Abbott  has  divided  congenital  cardiac  le- 
sions into  three  main  groups.11 

a.  Simple  obstruction  of  blood  flow  in  the 
great  vessels.  For  example,  pulmonary  stenosis 
and  coarctation  of  the  aorta. 
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b.  Aberrant  channel  between  the  heart 
chamber(s)  or  great  vessels.  For  example,  pa- 
tent ductus  arteriosus  and  septal  defects. 

c.  Combined  lesions.  For  example,  tetralogy 
of  Steno-Fallot  and  Eisenmengers  Syndrome. 
Normally,  Group  a has  a good  prognosis 

during  pregnancy.  There  is  some  increased  risk 
involved  in  patients  with  coarctation  from  myo- 
cardial failure,  bacterial  endocarditis  and  vascu- 
lar accidents  as  dissection  or  rupture  of  an 
aneurism.  Group  b patients  also  do  well  at  the 
usual  age  of  pregnancy  in  spite  of  obvious  phys- 
ical signs,  because  the  flow  of  blood  is  normally 
left-to-right.  It  should  be  remembered  that  the 
risk  of  bacterial  endocarditis  is  always  present 
in  patients  with  patent  ductus  arteriosus.  The 
prognosis  is  more  guarded  in  patients  in  Group  c, 
since  reversal  of  the  shunt  usually  has  occurred. 
With  the  flow  now  right-to-left.  This  increases 
the  hazard  of  myocardial  failure.  This  is  espe- 
cially true  during  labor,  if  a fall  in  systemic 
arterial  blood  pressure  occurs  (hemorrhage  or 
shock)  which  results  in  increased  flow  through 
the  shunt  and  added  demands  upon  a marginally 
compensated  myocardium.  As  in  groups  a and  b, 
bacterial  endocarditis  is  a risk. 

C.  Arrhythmias:  The  arrhythmias,  occurring  in 
pregnancy,  carry  the  same  significance  as  in  the 
non-pregnant  state.  As  has  already  been  men- 
tioned, atrial  fibrillation  associated  with  mitral 
stenosis  carries  a grave  prognosis.  Heart  block 
occurring  during  pregnancy  is  usually  of  the 
congenital  type. 

D.  Bacterial  Endocarditis:  Some  physicians 
believe  that  subacute  bacterial  endocarditis 
seems  to  be  more  common  during  pregnancy 
than  in  the  non-pregnant  female12,  and  that  child- 
birth may  be  the  point  of  origin  of  the  disease. 
Because  of  the  risk  of  bacterial  endocarditis  in 
cases  of  valvular  or  congenital  heart  disease, 
many  advocate  the  administration  of  penicillin 
during  labor  and  the  first  few  days  of  the  puer- 
perium.  Penicillin  is  also  recommended  before 
and  after  dental  procedures. 

E.  Coronary  Disease:  This  occurs  very  rarely 
during  the  normal  childbearing  period. 

F.  Hypertensive  Cardiovascular  Disease:  Myo- 
cardial failure  secondary  to  hypertensive  heart 
disease  is  rare  during  pregnancy. 

II.  Classification 

There  is  a close  correlation  between  the  func- 
tional capacity  (Amer.  Heart  Assoc.  Classif.)  of 
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a woman’s  heart  before  she  becomes  pregnant 
and  her  ability  to  tolerate  pregnancy. 

Class  I.  Patient  with  heart  disease,  but  no 
limitation  of  activity  or  symptoms. 

Class  II.  Patient  with  slight  limitation  of 
activity.  Comfortable  at  rest,  but  ordinary  ac- 
tivity causes  symptoms. 

Class  III.  Marked  limitation  of  activity. 
Comfortable  at  rest,  but  less  than  ordinary  ac- 
tivity causes  symptoms. 

Class  IV.  Unable  to  stand  any  activity.  Symp- 
toms at  rest. 

Jensen13  in  a statistical  analysis  of  heart  disease 
in  pregnancy  found  the  following  per-cent  mor- 
tality in  the  above  classifications. 

Class  I.  0.39% 

Class  II.  0.43% 

Class  III.  5,30% 

Class  IV.  22.00% 

Normally,  classes  I and  II  do  well  during  preg- 
nancy, if  there  are  no  other  complicating  fea- 
tures. Between  85-90%  of  pregnant  cardiacs  will 
fall  in  these  two  groups.  As  is  expected,  in  classes 
III  and  IV  the  most  serious  complications  arise. 

A subclassification  has  been  proposed  by 
Hamilton  and  Thomson14  as  a guide  to  select 
those  cases  whose  hearts  are  so  badly  damaged 
that  they  will  not  be  able  to  carry  on  their  work 
without  failure  under  the  load  of  pregnancy  and 
delivery,  even  when  given  every  known  aid. 

1.  Cardiacs  considered  “unfavorable”  for 
the  risk  of  pregnancy. 

a.  Cardiacs  with  previous  history  or  signs 
of  heart  failure. 

b.  Cardiacs  with  dangerous  disorders  of 
the  heart  beat  such  as  atrial  fibrillation. 

c.  Cardiacs  who  have  a complicating 
serious  disease  such  as  diabetes  mellitus, 
chronic  nephritis,  etc. 

2.  Cardiacs  who  do  not  fullfill  any  of  the 
above  criteria  are  considered  “favorable”  risks 
of  pregnancy. 

The  value  of  this  subclassification  is  shown 
from  the  following  statistics  compiled  on  the 
basis  of  the  first  750  cardiacs  delivered  at  the 


Boston-Lying-in  Hospital. 

Maternal  death  rate  for  favorable 

cardiac  2.5% 

Yearly  death  rate  for  favorable 

cardiac  (age  20-40) 2.0% 

Maternal  death  rate  for  unfavorable 
cardiacs  16.7% 


Yearly  death  rate  for  unfavorable 

cardiacs  (age  20-40) 6.7% 

Maternal  death  rate  for  cardiacs  with 

atrial  fibrillation 33.3% 

Yearly  death  rate  for  cardiacs  with 

atrial  fibrillation 7.9% 

Death  rate  for  all  pregnant  women  .0. 3-0.4% 
Yearly  death  rate  for  all  women  of 

childbearing  age 0.1% 


These  statistics  may  be  used  as  a guide  for 
instructing  cardiacs  in  the  risk  of  pregnancy. 
Among  the  favorable  cardiacs,  proper  prenatal 
care  almost  eliminates  the  greatest  danger  of 
death,  congestive  failure.  In  spite  of  this,  more 
die  in  pregnancy  than  in  a year  of  ordinary 
living. 

III.  Age  and  Parity 

It  has  often  been  stated  that  a patient  with 
heart  disease  might  have  two  or  three  preg- 
nancies, but  should  not  have  more,  since  each 
pregnancy  diminishes  her  cardiac  reserve. 
Such  a statement  is  not  supported  by  available 
statistics.  Whatever  the  risk  of  pregnancy,  that 
risk  is  repeated  with  each  pregnancy.  There  is 
no  cumulative  increase  in  risk  with  each  preg- 
nancy or  special  number  of  pregnancies  after 
which  the  risk  suddenly  increases.  However,  it 
has  been  found  that  the  incidence  of  congestive 
failure  in  pregnancy  increases  with  age2'5'14'15’16’17 
and  is  greatest  over  age  35  years.17  Correll,  in  an 
analysis  of  a number  of  cardiac  patients  during 
pregnancy,  found  the  following  incidence  of  con- 
gestive failure. 

. „ . . , % congestive  failure 

1.  Patients  less  than 


25  years  age  11% 

2.  Patients  26-35 

years  of  age 21% 

3.  Patients  36  years 

or  older  36% 


Also,  if  the  cardiac  status  has  changed  from 
favorable  to  unfavorable  or  class  I or  II  to  class 
III  or  IV  between  pregnancies  or  during  a 
pregnancy,  the  risk  of  death  is  much  greater.  It 
would  seem  wise,  therefore,  to  advise  female 
cardiacs  to  have  their  babies  early  in  the  child- 
bearing period. 

IV.  Congestive  Heart  Failure 

Fatalities  among  cardiacs  at  the  Boston-Lying- 
in  Hospital  and  in  other  published  re- 
ports2'4'5'13'14,16 show  that  congestive  failure  was 
either  the  only  cause  or  a contributing  cause  in 
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principle  causes  of  death  include  puerperal  sep- 
sis, pulmonary  embolism,  hemorrhage,  toxemia  of 
pregnancy,  and  bacterial  endocarditis.  In  assess- 
ing a pregnant  patient  with  heart  disease,  the 
crux  of  the  problem  is  whether  the  damaged 
myocardium  can  tolerate  the  added  burdens  of 
pregnancy  and  delivery.  A most  important  single 
observation  is  that  heart  failure  seldom  occurs 
for  the  first  time  at  or  following  delivery.  At 
the  Boston  Lying-in  Hospital  only  four  con- 
gestive failures  in  500  consecutive  cases  of  heart 
disease  in  pregnancy  actually  occurred  for  the 
first  time  during  or  after  delivery.  If  patients 
have  not  had  failure  before  term,  the  maternal 
mortality  is  low,  slightly  more  than  2%.  If  the 
patient  had  failure  before  term  and  was  cured 
of  failure,  the  mortality  is  about  8%.  If  women 
are  actually  in  congestive  failure  at  the  time  of 
delivery,  the  maternal  death  rate  is  much  higher, 
in  the  neighborhood  of  45%. 14 

The  evidence  that  emptying  the  uterus  suc- 
cessfully does  not  lessen  the  load  of  pregnancy 
effectively  and  suddenly  is  supported  by  the 
very  high  death  rate  among  women  who  are 
delivered  while  in  congestive  failure.  It  might 
seem  reasonable  that  emptying  a gravid  uterus 
at  or  near  term  would  immediately  give  great 
relief  of  the  load  on  a failing  heart.  However, 
observation  of  many  cases  has  shown  that  the 
patient  in  heart  failure  is  usually  in  worse  con- 
dition for  days  after  delivery  than  she  was  be- 
fore, even  when  delivery  is  precipitate  or  follow- 
ing easy  operative  delivery  before  labor  has 
begun.  Whether  this  is  the  result  of  (a)  sudden 
occlusion  of  a vascular  shunt  in  the  uterus,  (b) 
decrease  in  vital  capacity,  or  (c)  other  factors 
which  combine  to  impose  a load  on  the  heart 
after  delivery  is  as  yet  undetermined.5'6'14'16’18'19’20 


Figure  ],  Load  Curve  in  Pregnancy 

That  the  load  of  pregnancy  does  not  rise 
steadily  until  term,  and  that  there  is  a lightening 
of  the  load  during  the  last  few  weeks,  is  strongly 
suggested  by  all  methods  of  observation.  The 
extent  of  rise  in  load  at  the  time  of  delivery  is 
variable.  However,  the  peak  of  the  average  load 
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of  pregnancy  is  higher  than  the  peak  of  the 
load  of  usual  labor,  since  cardiacs  only  rarely 
develop  heart  failure  at  delivery,  if  they  have 
gone  through  a full  pregnancy  without  fail- 
ure  1'5'6j10'14'16j18 

The  above  curve  should  be  remembered  in 
estimating  and  controlling  a cardiac  in  preg- 
nancy. It  will  explain  the  course  of  many  cases 
which  present  features  that  otherwise  would  be 
puzzling.  A consideration  of  the  load  curve  leads 
to  the  following  conclusions. 

1.  A history  of  marked  limitation  of  activity 
or  congestive  heart  failure  prior  to  pregnancy 
suggests  that  the  burden  of  pregnancy  will  be 
poorly  tolerated. 

2.  The  earlier  the  failure  occurs  in  preg- 
nancy, the  more  ominous  the  finding. 

3.  Special  care  for  a pregnant  cardiac  is 
even  more  necessary  in  the  period  from  the 
sixth  to  eighth  months  than  in  the  last  month. 

4.  If  a cardiac  fails  during  the  sixth,  seventh 
or  eighth  months,  why  should  the  pregnancy 
be  interrupted?  It  will  not  immediately  im- 
prove the  failure.  It  imposes  additional  strain 
when  there  is  a burden  already.  This  burden 
will  lighten  normally  toward  term. 

5.  In  the  few  cases  that  do  develop  failure 
for  the  first  time  close  to  or  at  term,  one 
should  search  for  other  causes,  such  as  dis- 
orders of  the  heart  beat,  intercurrent  infec- 
tions, fatigue,  weight  gain,  anemia,  metabolic 
causes  such  as  hyperthyroidism  etc. 

The  treatment  of  congestive  failure  in  preg- 
nancy is  essentially  the  same  as  the  treatment 
of  heart  failure  in  any  other  situation.  Three 
weeks  is  thought  to  be  the  minimum  period  for 
rest  in  bed  after  all  signs  of  failure  have  cleared. 
Once  heart  failure  develops  during  pregnancy, 
the  patient  should  be  kept  in  a hospital  or 
under  hospital  conditions  until  delivered.  Heart 
failure  may  reappear  promptly  if  patients  are 
allowed  up  a few  days  after  recovery  or  are  al- 
lowed to  resume  the  conditions  under  which  it 
appeared.1’2'5’6’14'16'21’22 

V.  Indications  for  Advising  Against 
Pregnancy  and  for  Therapeutic  Abortion 
Because  of  Heart  Disease 

This  topic  is  frequently  the  subject  of  much 
controversy.  The  problem  involves  (1)  ethical 
and  religious  conventions,  (2)  local  and  tempo- 
rary interpretation  or  enforcement  of  govern- 
mental laws,  (3)  vital  statistics  of  maternal  and 
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over  two-thirds  of  the  cases.  Other  less  common 
fetal  death  rates.  If  pregnancy  entails  extraordi- 
nary risk  of  life,  it  seems  just  that,  within  the 
law,  decision  for  attempting  or  continuing  a 
pregnancy  should  rest  with  the  patient.  The 
physician’s  function  should  be  to  give  the  patient 
advice  and  information  on  vital  statistics. 

If  a cardiac  knows  her  risk  and  chooses  to 
become  pregnant,  indications  for  therapeutic 
abortion  seldom  appear  during  pregnancy.  Ap- 
proximately 18%  change  their  status  from  favor- 
able to  unfavorable  during  pregnancy  by  de- 
veloping congestive  failure  or  atrial  fibrillation 
for  the  first  time.  If  the  patient  has  been  reason- 
ably well  controlled,  such  a change  in  status 
rarely  appears  before  the  sixth  month,  when  the 
load  begins  to  rise.  At  this  time  interruption 
of  pregnancy,  because  of  heart  failure,  is  seldom 
indicated.  Delivery  by  any  method  in  the  pres- 
ence of  heart  failure  is  dangerous. 

The  few  that  do  fail  or  develop  atrial  fibrilla- 
tion for  the  first  time  early  in  pregnancy  before 
the  load  is  heavy,  do  so  nearly  always  as  the 
result  of  some  extraordinary  coincident  factor, 
as  previously  mentioned.  By  guarding  against 
repetition  of  these  factors  causing  failure,  the 
patient  still  has  a good  chance  of  successfully 
bearing  the  load  of  pregnancy. 

With  ideal  care  and  cooperation  before  and 
during  pregnancy,  do  indications  for  therapeutic- 
abortion  for  purely  cardiac  reasons  ever  appear? 
Therapeutic  abortion  is  rarely  needed  since  the 
advent  of  optimum  medical  management  and 
cardiac  surgery.  Acute  rheumatic  fever  with  car- 
ditis rarely  occurs  at  the  onset  of  pregnancy.  In 
active  rheumatic  heart  disease,  the  immediate 
risk  for  the  mother  is  great,  if  pregnancy  is  al- 
lowed to  continue.  If  therapeutic  abortion  is  per- 
formed, health  might  be  regained  and  future 
pregnancies  attempted  with  greatly  reduced  risk. 

Finally,  it  is  possible  to  distinguish  a group 
of  cardiacs  who  have  a risk  so  high  that  in  only 
the  rarest  instances  both  mother  and  child  may 
be  discharged  alive,  i.e.  women  who  fail  when 
under  reasonable  control,  early  in  pregnancy, 
without  unusual,  removable,  exciting  causes 
other  than  pregnancy  or  who  have  valvular 
lesions  deemed  inoperable  with  failure  in  early 
pregnancy.  The  load  of  pregnancy  has  not  yet 
become  heavy  and,  when  it  does,  failure  is 
certain  and  death  more  than  probable.  Under 
such  circumstances  one  cannot  justify  refusal  to 


interfere  with  the  pregnancy.  Interruption 
should  be  done  before  the  15th  week  by  the 
vaginal  route,  and  not  after  the  20th  week.  After 
this  date  it  is  the  sum  of  clinical  experience 
that  the  risk  of  interruption  (hysterotomy)  is 
probably  greater  than  that  of  allowing  pregnancy 
to  continue.3'4'6'16’23 

VI.  Cardiac  Surgery  During  Pregnancy 

There  are  a limited  number  of  congenital 
heart  lesions  amenable  to  surgical  correction 
during  pregnancy.  Valvulotomy  has  been  done 
in  early  and  midpregnancy.  Some  physicians 
believe  cardiac  surgery  in  pregnancy  is  neces- 
sary only  very  rarely  and  for  specific  reasons.1 
The  question  arises  as  to  whether  such  opera- 
tions in  fact  alter  the  risk  during  pregnancy. 
There  are  those  who  contend  that  there  is  no 
increased  risk  for  mitral  valvulotomy  in  preg- 
nancy, and  further,  that  no  increased  incidence 
of  prematurity  exists  secondary  to  cardiac  sur- 
gery.24 If  deemed  necessary,  cardiac  surgery 
should  probably  be  done  before  28  weeks  gesta- 
tion prior  to  the  beginning  of  the  peak  load.25 
One  must  remember  in  evaluating  a patient  for 
surgery  that  the  maternal  mortality  rate  is  low 
in  pregnancy  except  in  Classes  III  and  IV  and 
that  the  operative  mortality  for  valvulotomy  is 
about  5 %.  In  general,  results  are  better  if  op- 
erative heart  repair  is  performed  when  the 
patient  is  not  pregnant.5 

VII.  Management  of  the  Pregnant 
Cardiac  Patient 

The  proper  management  of  women  with  heart 
disease  is  dependent  upon  a rational  under- 
standing of  the  “load  curve”  in  pregnancy. 

1.  The  favorable  cardiacs,  who  present  no 
complications,  are  allowed  to  continue  their 
pregnancies  under  strict  medical  supervision  by 
the  cardiologist  and  obstetrician.  Spontaneous 
onset  of  labor  is  permitted  and  the  patient  al- 
lowed to  complete  the  first  stage  in  a normal 
manner.  When  consistent  with  safe  delivery,  a 
prolonged  second  stage  of  labor  is  eliminated 
through  routine  use  of  low  forceps.  Abdominal 
hysterotomy  near  term  is  used  only  when  there 
is  a strict  obstetric  situation  that  would  necessi- 
tate such  a procedure  for  a woman  with  a 
normal  heart. 

2.  Eighteen  per-cent  of  the  favorable  cases 
develop  complications  for  the  first  time  during 
pregnancy  that  are  primarily  cardiac,  i.e.  con- 
gestive failure,  atrial  fibrillation,  and  thereby 
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become  unfavorable  cardiacs.  The  policy  for 
such  a case  depends  on  the  gestational  age  of 
the  pregnancy. 

a.  If  a favorable  cardiac  develops  conges- 
tive failure  before  the  fifth  month,  she  still 
must  face  the  greatest  part  of  the  load  of 
pregnancy.  Except  in  rare  cases  where  heart 
failure  has  occurred  from  some  extraordinary 
strain  that  may  be  permanently  prevented,  it 
is  unreasonable  to  expect  the  patient  to  toler- 
ate this  greater  load,  if  she  has  already  failed 
while  trying  to  sustain  the  lesser  part  of  the 
pregnancy  load.  In  general,  the  policy  is  (1) 
immediate  hospitalization  and  treatment  for 
heart  failure,  (2)  interruption  of  pregnancy, 
preferably  by  vaginal  delivery  when  the  pa- 
tient is  in  the  best  possible  condition.  At  the 
same  time  the  patient  is  sterilized,  unless  as 
in  rare  exceptions,  it  is  thought  that  the  causes 
of  the  cardiac  complications  may  be  prevented 
in  a future  pregnancy.  If  the  patient  is  Class 
III  or  IV  at  any  time,  sterilization  is  routinely 
advised  after  the  first  successful  pregnancy, 
if  this  is  feasible. 

b.  In  contrast,  if  the  cardiac  complications 
that  make  the  patient  unfavorable  appear  for 
the  first  time  after  the  fifth  month  of  preg- 
nancy, or  if,  though  they  have  appeared  be- 
fore this  time,  one  is  unable  to  improve  the 
patient’s  condition  sufficiently  to  warrant  the 
strain  of  interruption  before  the  sixth  month, 
it  is  likely  that  the  heavy  part  of  the  load  of 
pregnancy  is  already  upon  the  patient.  In 
this  situation  the  policy  is  to  withhold  inter- 
ruption of  pregnancy  and  to  wait  for  spon- 
taneous labor,  unless  some  obstetrical  or  other 
indication  unrelated  to  the  heart  appears. 
Whether  or  not  one  succeeds  in  restoring  the 
heart’s  compensation,  it  is  believed  that  adding 
the  load  of  even  the  easiest  type  of  delivery 
to  the  heavy  portion  of  the  load  of  pregnancy 
is  poor  policy  for  a cardiac.  It  should  also  be 
remembered  that  the  load  of  pregnancy  will 
lighten  toward  term  and  that  the  patient  may 
improve  spontaneously  and  dramatically. 

c.  The  same  general  principles  determine 
the  obstetrical  care  of  patients,  who,  when  they 
begin  pregnancy,  are  already  unfavorable 
cardiacs.  If  they  are  seen  in  the  early  months, 
pregnancy  is  interrupted  by  vaginal  delivery 
and  the  patient  is  sterilized  when  the  cardiac 
status  is  optimal.  Vaginal  delivery  is  the  route 
of  choice  in  most  published  reports.  Hystero- 
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tomy  is  resorted  to  only  in  rare  instances  for 
purely  obstetric  reasons.2'4’5”16’23  If  the  unfavor- 
able patient  refuses  interruption  or  reports 
after  the  fifth  month  of  pregnancy,  interrup- 
tion is  withheld  and  she  is  cared  for  until 
the  onset  of  labor. 

d.  The  general  principles  for  management  of 
cardiacs  during  pregnancy  are  obvious  and  in- 
clude rest,  restriction  of  activity,  control  of 
obesity,  prompt  correction  of  anemia,  prompt 
and  effective  treatment  of  all  infections,  es- 
pecially upper  respiratory  tract  infections.  The 
frequency  with  which  acute  pulmonary  edema 
is  preceded  by  an  upper  respiratory  infection 
is  impressive.  Other  measures  include  digitali- 
zation, salt  restriction,  diuretics  as  needed, 
control  of  arrhythmias  and  avoidance  of  un- 
necessary intravenous  infusions.  During  labor 
the  basis  of  management  is  close  supervision 
and  adequate  sedation  in  the  first  stage,  low 
forceps  delivery  early  in  the  second  stage, 
careful  observation  in  the  third  stage  for  the 
most  dangerous  complication  of  this  period 
postpartum  hemorrhage. 

The  value  of  these  policies  in  the  obstetrical 
care  of  cardiac  patients  is  reflected  in  the  statis- 
tical analysis  of  two  groups  of  patients  treated 
at  the  Boston-Lying  in  Hospital.  During  the 
period  of  the  first  group  (group  A,  500  cases)  it 
was  believed  advisable  in  patients  with  severe 
heart  disease  to  avoid  the  possible  damaging 
effects  of  labor.  Also,  it  was  erroneously  thought 
that  the  load  of  pregnancy  progressively  in- 
creased till  term  and  thus  early  interference  was 
jected  to  abdominal  delivery.  The  death  rate  in 
this  group  was  12%.  Moreover,  three-quarters  of 
these  deaths  resulted  from  the  heart  failure  that 
was  supposed  to  indicate  the  radical  measures, 
indicated.  In  the  first  group  of  500  cases,  the  100 
most  serious  cases  were  subjected  to  abdominal 
delivery.  The  death  rate  in  this  group  was  12 %. 
Moreover,  three-quarters  of  these  deaths  result- 
ed from  the  heart  failure  that  was  supposed  to 
indicate  the  radical  measures.  During  the  period 
of  the  second  group  (group  B,  394  cases)  the 
policies  as  described  were  followed  with  signifi- 
cant improvement  in  comparative  mortalities.11 

Grom)  A Group  B 

Total  Maternal  Mortality  ....  6.5%  2.6% 

Died  Undelivered  8 0 

Total  Laparotomies  101  79 

Total  Fatalities  (Abdominal)  . . . 12%  5% 

Total  Pelvic  Deliveries  391  315 

Total  Pelvic  Fatalities  28%  0.9% 

Deaths  in  Heart  Failure 8 1 
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V 1 1 1.  Fetal  Morbidity  and  Mortality 
Among  Cardiac  Patients 

The  intelligent  cardiac,  who  decides  for  or 
against  attempting  pregnancy  on  the  basis  of 
her  chances  for  success  versus  her  risk,  must 
also  realize  her  chances  for  having  a live  baby. 
In  general,  the  poorer  the  cardiac  condition  of 
the  mother,  the  less  the  chance  for  a living  baby, 
as  well  as  the  greater  the  maternal  risk.  It  has 
been  remarked  that  babies  prematurely  born  of 
cardiac  mothers  fail  to  survive  more  often  than 
babies  prematurely  born  of  mothers  who  are  not 
cardiacs.  Various  explanations  have  been  of- 
fered, such  as  the  observation  that  carefully 
guarded  cardiacs  tend  to  have  larger  babies,  and 
therefore  the  actual  degree  of  prematurity  may 
be  underestimated,  if  age  is  determined  by  birth 
weight.  Another  explanation,  suggested  by  Clif- 
ford, is  that  sedation,  particularly  morphine,  has 
been  used  more  freely  for  cardiacs  before  de- 
livery than  for  those  who  are  not  cardiac  pa- 
tients.26 

Wooley  and  co-workers27  in  their  study  noted 
that  in  women  with  congenital  heart  disease, 
68%  had  normal  children.  The  incidence  of  con- 
genital defects  was  1.8%,  which  is  six  times  the 
normal  incidence.  They  further  noted  that  there 
was  a high  incidence  of  spontaneous  abortions 
in  women  with  cyanotic  congenital  heart  disease. 
Bueman,28  reporting  202  infants  born  to  184 


mothers  with  congenital  heart  disease,  noted  the 
following: 

1.  Stillbirth  Rate 3% 

2.  Mortality  Among  Mature  Infants  ....  2% 

3.  Total  Infant  Mortality  Rate 8% 

4.  Total  Incidence  Prematurity  17% 

5.  Asphyxia  Neonatorium  4% 

6.  Congenital  Malformations  3% 

However,  in  general,  the  facts  do  not  seem 


to  justify  any  mystery  about  babies  born  of 
cardiac  mothers.  If  they  are  born  after  the 
35th  week,  their  chance  for  survival  is  as  good 
as  for  the  average  baby.  If  born  before  that, 
their  chances  are  diminished  just  as  they  would 
be,  if  their  mothers  were  not  cardiacs.  Since  the 
reason  for  premature  delivery  is  usually  pro- 
longed congestive  failure  of  the  mother,  which 
implies  prolonged  impairment  of  the  fetal  as 
well  as  maternal  circulation,  it  seems  reasonable 
to  explain  the  fetal  mortality  statistics  on  this 
basis.14’29 


Cardiacs  may  frequently  ask  what  is  the 
chance  of  their  having  a child  born  with  a de- 
fective heart  or  a child  that  will  later  develop 
heart  disease.  From  available  information  there 
is  no  reason  to  support  such  a fear,  if  a cardiac 
mother  goes  through  pregnancy  without  pro- 
longed congestive  failure  and  is  delivered  at 
term.  Rheumatic  fever  is  known  to  have  a ten- 
dency to  recur  in  families.  Various  observers 
offer  various  statistics,  however,  the  chance  that 
the  child  of  a mother  with  rheumatic  heart  dis- 
ease will  develop  rheumatic  heart  disease  is  not 
known. 
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A Re-evaluation  of  the 
Problem  of  Torsion 
of  the  Testicle 

by 

Hugh  B.  Lynn,  M.D. 


An  excellent  review  of  the  problem  of  torsion  of  the  testicle  in  children 
and  the  plea  for  early  surgical  exploration  and  preservation  of  the  testicle. 


THE  Problem  of  torsion  of  the  testicle  has,  in 
my  opinion,  been  the  subject  of  entirely  too 
much  agreement.  This  entity  does  not  always 
fit  the  clear-cut  clinical  picture  which  we  have 
been  painting  for  medical  students  and  house 
officers.  In  fact,  the  "typical"  case  is  beginning 
to  appear,  at  least  to  me,  to  be  atypical. 

When  an  adolescent  awakens  from  sleep  with 
severe  pain  in  the  testicle  which  gradually  ex- 
tends to  the  cord  structures  in  the  inguinal  canal 
or  complains  of  such  a pain  after  some  form  of 
strenuous  exercise,  the  possibility  of  torsion  of 
the  testicle  is  usually  considered.  If  the  pain  is 
excruciating,  causing  nausea  and  possibly  vomit- 
ing, and  is  not  relieved  or  is  actually  made  worse 
by  elevation  of  the  scrotum,  the  diagnosis  has 
usually  been  thought  to  be  self  evident. 

Once  the  probable  diagnosis  has  been  made, 
it  has  become  traditional  to  count  the  hours 
from  the  onset  of  symptoms  to  the  time  of  ex- 
amination. Then,  depending  upon  whether  the 
examining  physician  is  a 6,  9,  or  12-hour  man, 
he  jumps  into  what  he  is  convinced  is  the  only 
logical  course  of  action.  Six,  9,  or  12  hours  are 
the  figures  usually  selected  as  the  limits  of  re- 
trievable viability  of  a testicle  which  has  under- 
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gone  torsion.  Naturally  these  times  may  be  modi- 
fied by  the  physical  findings.  Experiments  in 
dogs  have  suggested  that  gangrene  takes  place 
within  48  hours  in  cases  of  unrelieved  torsion. 
Perhaps  these  limited  and  not  wholly  applicable 
studies  are  responsible  for  the  confidence  ex- 
hibited by  many  physicians  when  confronted  by 
such  a diagnostic  problem  after  more  than  2 
days  have  elapsed.  There  is  a certain  philosophic 
resignation  in  the  tone  of  the  physician  as  he 
concedes  that  a case  is  not  typical  of  epididymo- 
orchitis  but  that,  if  torsion  of  the  testicle  is 
present,  it  is  already  too  late.  This  seems  to 
justify  his  inertia  and  fuzzy  thinking  but  does 
nothing  for  the  patient  or  his  testicle. 

In  the  event  that  the  patient  falls  into  the 
hands  of  a surgeon  within  one  of  the  accepted 
time  limits,  he  may  then  be  whisked  to  the 
operating  room  where  the  testicle  is  untwisted 
and  observed  for  a short  period  in  a warm  saline 
pack.  If  the  appearance  of  the  testicle  does  not 
then  satisfy  the  surgeon,  the  organ  is  often 
excised.  Preparatory  to  removal,  a biopsy  may 
be  taken  in  an  attempt  to  confirm  the  clinical 
impression  of  true  necrosis. 

In  recent  years  it  has  become  popular  to  dis- 
pose of  one  testicle  and  then  turn  attention  to 
the  opposite  gonad  in  an  effort  to  ensure  against 
future  torsion.  There  are  many  proponents  of 
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such  a practice,  and  various  surgical  “tacking” 
or  “fixation”  procedures  have  been  described 
and  advocated. 

OVER  the  years  I have  been  impressed  with 
the  many  variations  and  the  limitless  com- 
binations of  symptoms,  physical  findings,  and 
circumstances  that  the  patient  may  present. 
Naturally  I am  speaking  from  a limited  view- 
point since  my  attentions  have  been  devoted  ex- 
clusively to  infants  and  children  for  more  than 
15  years.  This  problem  has  made  sufficient  in- 
roads on  my  conscience  so  that  I invariably  think 
of  torsion  of  the  testicle  and  marvel  at  the 
wonders  of  nature’s  mechanisms  every  time  I 
handle  a testicle  during  a herniorrhaphy  or  an 
orehidopexy.  Furthermore,  I am  sufficiently  mo- 
tivated to  amputate  any  appendix  testis  encoun- 
tered during  such  operations,  and  even  more 
important  I invariably  make  note  of  it  in  the 
operative  dictation.  This  has  been  more  of  a 
comfort  to  me  than  an  aid  to  my  patients  since 
the  differential  diagnostic  consideration  of  tor- 
sion of  the  testicle  has  been  exceedingly  rare  in 
postoperative  herniorrhaphies  and  just  as  rare  in 
my  own  series  of  orchidopexies.  However,  this 
step  does  eliminate  the  possibility  of  torsion  of 
the  appendix  testis,  and  I have  reliable  informa- 
tion of  more  than  one  case  in  which  this  dif- 
ferential was  fairly  confidently  made  incorrectly 
and  surgery  was  withheld  until  the  situation 
was  hopeless. 

Illustrative  Case 

More  than  a year  ago,  a 13-year-old  boy  was  re- 
ferred to  the  Mayo  Clinic  with  a confusing  clinical 
picture.  He  had  sought  the  advice  of  his  family 
physician  because  of  vague  but  progressive  abdominal 
pain.  The  pain  was  of  3 days’  duration  and  became 
localized  on  the  third  day  to  the  left  lower  abdominal 
quadrant.  Twenty-four  hours  after  the  onset  of  this 
pain  there  had  been  a 20-minute  episode  of  truly 
severe  discomfort;  the  following  day  he  had  vomited 
one  time  and  felt  listless,  but  the  temperature  was 
not  elevated.  When  examined  by  his  own  doctor, 
he  was  found  to  have  swelling  of  the  left  scrotum. 

Initial  examination  at  our  hospital  was  remarkably 
unimpressive  except  for  the  swelling  and  edema  of 
the  left  scrotum.  The  temperature  was  101°  F.  by 
mouth.  Abdominal  palpatation  produced  guarding, 
tensing  of  the  musculature,  and  mild  protestations 
most  marked  when  the  pressure  was  applied  over 
the  left  lower  guadrant  and  slightly  less  severe  when 
applied  directly  over  the  upper  part  of  the  scrotum. 
Although  the  patient  admitted  to  little  or  no  pain  in 
the  scrotum,  moderate  tenderness  was  present  on 
compression  of  this  structure,  and  the  left  scrotum  ap- 
peared approximately  three  times  normal  size.  There 
was  very  little  evidence  of  redness  in  this  area.  Eleva- 
tion of  the  swollen  scrotum  failed  to  relieve  the 


abdominal  pain  (positive  Prehn’s  sign).  Rectal  exam- 
ination was  not  remarkable.  An  admission  diagnosis 
of  epididymo-orchitis  was  considered  most  likely,  but 
torsion  of  the  testicle  could  not  be  dismissed.  The 
patient  was  examined  by  many  physicians.  All  the 
usual  platitudes  of  differential  diagnosis  were  men- 
tioned, and  many  of  them  were  recorded.  It  was  my 
conviction,  however,  that  a diagnostic  exploration  of 
the  scrotum  was  the  safest  plan  for  preservation  of  the 
patient’s  testicle. 

At  operation,  the  edematous  scrotum  was  more  than 
2 cm.  in  thickness.  The  tunica  vaginalis  was  blue  and 
tense,  and  it  contained  15  ml.  of  clear,  pale,  yellow 
fluid  under  great  pressure.  The  testis  was  dark  in 
appearance  with  a blue  mottling  while  the  appendix 
testis  and  epididymis  seemed  gangrenous  and  almost 
blue-black  in  color.  The  cord  was  twisted  one 
complete  turn  within  the  tunica  and  appeared  in- 
flamed, but  the  reduction  was  a simple  matter.  No 
purulent  or  cloudy  fluid  was  encountered.  After  20 
minutes  of  packing  in  warm  saline  sponges,  there 
was  slight  but  quite  definite  improvement  in  the 
appearance  of  the  testicle  and  epididymis.  The  ap- 
pendix testis  was  amputated.  The  thickened  tunica 
was  widely  opened  and  partially  excised,  and  the 
testicle  was  returned  to  its  bed.  The  wound  was 
closed  loosely  with  fine  chrome  gut  sutures  without 
drains. 

Penicillin  and  streptomycin  had  been  administered 
preoperatively,  and  their  use  was  continued  postoper- 
atively.  The  patient  was  dismissed  from  the  hos- 
pital on  the  sixth  day  after  operation. 

Follow-up  evaluation  9 months  later  showed  what 
was  interpreted  to  be  partial  atrophy  of  the  left 
testicle  by  comparison  with  the  right,  although  it 
must  be  recalled  that  the  tunica  vaginalis  had  been 
widely  excised  at  the  time  of  operation. 

Comment 

This  is  not  an  isolated  case  in  my  experience 
by  any  means;  it  does  illustrate  many  contro- 
versial points. 

Although  torsion  of  the  testicle  is  a condi- 
tion commonly  found  in  adolescents  and  young 
adults,  it  may  occur  at  any  age  and  has  been 
reported  to  occur  in  newborns.  Review  of  the 
cases  of  the  Mayo  Clinic  for  a 25-year  period 
(1935  to  1960)  showed  that  the  age  distribution 
ranged  from  19  days  to  63  years.  In  view  of  this 
range,  torsion  of  the  testicle  is  a diagnosis  which 
cannot  be  excluded  in  any  patient  merely  be- 
cause of  his  extreme  youth  or  advanced  age.  In 
fact,  it  is  more  likely  that  epididymitis  could  be 
almost  excluded  in  boys  who  have  not  yet  at- 
tained puberty. 

It  has  been  pointed  out  by  many  observers 
that  there  are  several  forms  of  torsion  of  the 
testicle.  In  the  intravaginal  type  of  torsion  the 
free  attachment  of  the  testicle  within  the  capaci- 
ous tunica  vaginalis  permits  too  free  movement 
and  may  lead  to  twisting  sufficient  to  compro- 
mise the  blood  supply.  Even  in  my  practice  this 
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has  been  the  more  common  form.  In  extravaginal 
torsion,  the  cord  twists  above  the  level  of  the 
fusion  of  the  tunica  vaginalis  to  the  cord.  This 
is  more  commonly  encountered  in  infants  and 
very  young  children,  and  possibly  it  is  due  to 
the  relative  freedom  of  the  testicle  and  its  sheath 
within  the  scrotum  and  canal. 

Other  forms  of  torsion  include  a twisting  be- 
tween the  testicle  and  its  epididymis,  or  torsion 
of  the  undescended  testicle  lying  loosely  in  the 
canal.  Torsion  of  the  intra-abdominal  testicle  has 
been  described,  but  I have  had  no  experience 
with  or  personal  knowledge  of  such  cases. 

Some  form  of  vague  abdominal  pain  as  the 
initial  symptom  of  torsion  of  the  testicle  is  ap- 
parently not  rare.  I have  encountered  it  on 
several  occasions,  as  have  many  of  my  colleagues. 
Review  of  the  Mayo  Clinic  series  for  a 25-year 
period  showed  that  nine  of  41  cases  (22  per 
cent)  began  in  this  manner.  Whether  this  is  a 
reflex  type  of  pain  due  to  partial  circulatory 
embarrassment  or  is  caused  by  stretching  of 
nerve  fibers  is  beyond  my  knowledge.  The  fact 
that  it  can  and  does  occur  is  the  important  point, 
it  seems  possible,  in  view  of  this  gradual  onset, 
that  the  charge  of  Wheeler  and  Clark1  that  75 
per  cent  of  the  cases  in  the  literature  (reviewed 
by  Riba  and  Schmidlapp)2  were  "lost  because 
of  indifference  on  the  part  of  the  physician”  may 
be  too  harsh. 

OF  COURSE,  in  dealing  with  pre-adolescent 
and  adolescent  boys  we  must  recognize  that 
many  additional  factors  may  befog  the  picture. 
The  pain  may  reach  great  severity  before  an 
embarrassed  and  self-conscious  boy  will  admit 
to  either  its  presence  or  its  true  location.  In  the 
presence  of  some  feelings  of  guilt,  the  true  pic- 
ture may  be  further  masked  by  aspirin  or  other 
household  remedies  that  were  taken  by  the  child 
or  administered  by  a parent  for  alleged  head- 
ache or  vague  abdominal  pain.  However,  this 
would  not  account  ofr  the  abdominal  pain  ex- 
perienced by  older  men,  who  would  usually  be 
free  of  such  inhibitions. 

In  spite  of  the  awareness  that  abdominal  pain 
may  herald  torsion  of  the  testicle,  physical  ex- 
amination must  provide  evidence  that  the  testi- 
cle is  involved  before  any  surgical  relief  can  be 
undertaken.  Early  suspicion  and  careful  exam- 
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ination  are  implements  which  will  lead  to  promp- 
ter relief  through  operation. 

The  duration  of  symptoms  poses  the  greatest 
obstacle,  because  of  our  deference  to  tradition. 
Surgery  and  anesthesiology  have  made  too  much 
progress  in  recent  years  to  justify  the  all  too 
prevalent  attitude  of  avoiding  the  knife  when- 
ever possible.  Although  unnecessary  operations 
are  to  be  deplored,  the  possible  salvage  of  a testi- 
cle would  seem  to  justify  prompt  exploration  in 
a case  in  which  there  is  any  doubt.  The  duration 
of  the  symptoms  may  well  indicate  a lost  gonad; 
however,  the  degree  of  torsion,  and  thereby  the 
extent  of  compromise  of  venous  return  (early) 
and  arterial  occlusion  (later),  is  a variable  which 
cannot  be  accurately  diagnosed,  even  under  ideal 
conditions,  by  the  magnitude  of  the  patient’s 
protestations. 

A verifying  operative  procedure  does  not 
come  under  my  classification  of  unnecessary 
surgery.  In  the  event  that  no  torsion  is  found, 
little  or  no  harm  will  have  been  done.  Pre- 
operative administration  of  broad-spectrum  an- 
tibiotics in  questionable  eases  may  be  desirable. 
In  the  case  presented,  this  therapy  seemed  wise 
to  us  since  there  was  a likelihood  of  encountering 
some  infection.  I realize  that  this  remains  a con- 
troversial point. 

In  the  event  that  torsion  is  encountered,  it 
is  usually  a simple  matter  to  relieve  it.  Packing 
of  the  testicle  in  warm  saline  after  the  tension 
has  been  relieved  may  produce  dramatic  changes 
as  the  venous  congestion  subsides.  It  is  recog- 
nized that  the  tubular  elements  of  a testicle 
suffer  early  from  ischemia  and  show  less  recuper- 
ative powers  than  do  the  interstitial  elements. 
Possibly  even  a very  brief  episode  of  compro- 
mised blood  supply  will  result  in  a loss  of  sper- 
matogenesis, but  the  other  functions  of  the  gonad 
may  survive.  In  any  event,  a questionably  viable 
testicle  is  one  for  which  there  is  hope,  and  it 
must  be  preserved. 

THERE  IS  LITTLE  argument  that  a testicle 
which  shows  obvious  necrosis  on  biopsy  will 
be  of  limited  value.  However,  it  is  never  ab- 
solutely certain  that  the  entire  testicle  will 
atrophy  and  leave  a completely  empty  scrotum. 
Speaking  in  behalf  of  the  younger  age  group 
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(less  than  16  years)  at  least,  I would  suggest 
that  the  presence  of  even  a partially  atrophic 
gonad  is  very  comforting  and  that  every  effort 
should  be  made  to  preserve  it.  f have  never  re- 
moved a testicle  because  of  torsion  and  necrosis, 
nor  have  I ever  regretted  not  doing  so.  I have 
had  cases  in  which  it  seemed  wise  to  place  rub- 
ber slip  drains  for  a few  days,  and  I have  had 
several  cases  in  which  complete  atrophy  and 
disappearance  occurred  in  the  early  months  after 
operation.  In  none  of  these  cases  did  the  fam- 
ilies show  the  dissatisfaction  or  doubts  that  I 
have  encountered  in  one  case  in  which  the 
gonad  was  removed  elsewhere. 

In  spite  of  awareness  of  the  possibility  of  an 
insidious  onset  with  all  its  implications,  I am 
not  yet  willing  to  accept  the  thesis  of  prophylac- 
tic fixation  of  the  uninvolved  gonad.  I know  of 
only  one  case  in  which  this  “tacking”  procedure 
has  ended  in  atrophy  (complete)  of  the  unin- 
volved testicle,  but  certainly  no  one  is  writing 
on  this  complication  of  preventive  surgery.  The 
danger  of  contamination  of  a clean  compart- 


ment, the  possibility  of  damage  to  normal  struc- 
tures, and  the  prolongation  of  the  operative  pro- 
cedure have  seemed  to  me  to  outweigh  the 
hazard  that  torsion  of  the  second  side  may  pro- 
gress to  a point  of  no  recovery  in  a patient  who 
has  been  educated  through  his  previous  ex- 
perience and  warned  of  this  possibility. 

Summary 

A case  of  torsion  of  the  testicle  heralded  by 
3 days  of  abdominal  pain  is  presented.  Attention 
is  directed  to  the  frequency  of  insidious  onset 
and  unusual  symptoms  of  abdominal  pain  and 
tenderness.  Even  when  the  symptoms  have  been 
of  long  duration,  exploration  is  urged  in  hope  of 
salvaging  some  testicular  tissue.  A plea  is  made 
for  the  retention  of  all  testicles  in  spite  of  evi- 
dence of  vascular  damage.  The  author’s  personal 
doubts  of  the  validity  of  prophylactic  fixation 
of  the  unaffected  testicle  are  expressed. 
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INTESTINAL  OBSTRUCTION 
IN  THE  NEWBORN 

by 

William  F.  Pollock,  M.D. 


This  is  a very  informative  and  practical  discussion  on  intestinal  obstruc- 
tion in  the  newborn  that  will  be  welcomed  by  the  pediatrician,  the  general 
practitioner  and  the  pediatric  surgeon. 


THE  MOST  IMPORTANT  step  in  the  prompt 
diagnosis  of  intestinal  obstruction  in  the  new- 
born is  to  suspect  it  at  the  first  sign  of  trouble. 
About  one-fourth  of  the  newborn  infants  with 
intestinal  obstruction  will  be  born  of  mothers 
who  have  had  some  degree  of  hydramnios.  Any 
pregnancy  complicated  by  hydramnios  should 
make  the  attending  physician  suspicious  of  in- 
testinal obstruction  in  the  infant.  It  has  even 
been  suggested  that  all  infants  born  of  hydram- 
niotic  mothers  should  have  a catheter  passed  into 
the  stomach  as  part  of  the  routine  newborn 
examination.  If  the  catheter  will  not  pass  to 
the  stomach,  atresia  of  the  esophagus  should  be 
the  first  diagnosis.  If  the  catheter  does  enter 
the  stomach,  and  the  volume  of  fluid  aspirated 
is  over  50  cc.,  there  is  a real  possibility  of  in- 
testinal obstruction.  The  normal  infant  should 
have  less  than  35  cc.  of  fluid  in  the  stomach  at 
birth. 

Appropriate  x-rays  of  the  intestinal  gas  pattern 
should  be  taken  when  obstruction  is  suspected. 
Air  swallowed  by  the  baby  will  appear  in  the 
colon  within  8 hours  after  birth  and  should  have 
progressed  to  the  anus  by  the  24th  hour.  Mu- 
coviscidosis is  a direct  consequence  of  fibrocys- 
tic disease  of  the  pancreas.  In  infants  with  this 

Presented  at  the  Phoenix  Surgical  Society,  December  11,  1962. 


anomaly,  the  viscid  meconium  may  delay  or 
obstruct  the  passage  of  gas,  even  though  the 
lumen  is  patent.  The  x-ray  appearance  of  me- 
conium ileus  is  typical. 

In  almost  all  forms  of  newborn  intestinal  ob- 
struction the  diagnosis  can  be  made  on  simple 
x-ray  films  taken  to  show  the  gas  pattern,  or 
with  the  use  of  a small  nasal  tube.  It  is  not 
usually  necessary  to  use  contrast  media,  and 
fluoroscopy  and  manipulation  can  be  hazardous, 
especially  for  small  and  weak  babies. 

One  easy  way  to  review  the  forms  of  ob- 
struction is  by  taking  them  in  order  as  one  pro- 
gresses down  the  intestinal  tract.  The  highest 
level  of  “intestinal  obstruction"  is  not  an  ob- 
struction of  the  food  passages,  but  of  the  air- 
way: posterior  choanal  atresia.  When  the  pos- 
terior choanae  are  imperforate,  due  to  persistence 
of  the  membranous  diaphragm  there,  the  infant 
cannot  breath  through  the  nose  while  sucking 
on  a nipple.  Consequently,  the  baby  becomes 
cyanotic  when  the  mouth  is  obstructed  by  at- 
tempts at  feeding,  but  can  breathe  adequately 
with  the  mouth  open.  This  is  a rare  form  of 
interference  with  feeding,  but  it  can  be  con- 
fusing. The  condition  is  treated  by  opening  the 
diaphragmatic  septa  and  inserting  polyethylene 
tubes  to  retain  the  patency  of  the  choanae  dur- 
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ing  the  healing  process.  Opening  the  nasal  air- 
way relieves  the  “obstructive”  situation  promptly. 
The  child  can  then  suck  normally  while  breathing 
through  the  nose.  Eye  dropper  or  tube  feedings 
are  adequate  temporary  feeding  maneuvers  until 
definitive  surgery  is  feasible. 

Esophageal  Atresia 

These  infants  often  excite  the  suspicion  that 
they  are  obstructed  because  they  have  excessive 
amounts  of  mucus  in  the  mouth  and  throat.  At- 
tempts at  feeding  will  produce  some  choking  and 
interference  with  respiration,  as  the  formula  fills 
the  blind-ended  proximal  pouch  and  then  spills 
over  into  the  trachea  and  bronchi.  It  is  common 
practice  in  many  newborn  nurseries  not  to  feed 
the  infant  until  the  end  of  the  first  day,  so  that 
the  first  overt  indication  of  difficulty  may  be  a 
little  delayed.  The  earliest  we  have  seen  this 
condition  diagnosed  was  within  an  hour  of  birth, 
when  an  attempt  to  pass  a catheter  to  the  stom- 
ach was  unsuccessful  in  an  infant  born  of  a hy- 
dramniotic  mother.  The  latest  we  have  seen  the 
disease  diagnosed  was  at  the  age  of  9 days.  It 
may  seem  surprising  that  this  condition  can 
remain  undiagnosed  for  so  long,  in  spite  of  the 
inability  of  the  infant  to  swallow  anything.  Be- 
fore the  anomaly  can  be  diagnosed,  one  has  to 
suspect  its  presence. 

The  commonest  form  of  esophageal  atresia  is 
the  one  in  which  the  proximal  pouch  ends  blind- 
ly at  about  the  level  of  the  4th  dorsal  vertebra 
and  the  distal  esophageal  segment  connects  to 
the  posterior  wall  of  the  trachea  as  a tracheo- 
esophageal fistula,  (Type  III).  It  is  this  fistula 
which  leads  to  the  apparently  normal  gas  pattern 
on  radiographs  of  the  intestinal  tract.  The  other 
forms  of  esophageal  anomalies  are  the  ones  in 
which  ( 1 ) both  the  proximal  and  distal  segments 
end  blindly,  in  which  case  there  will  be  no  fistula 
to  the  respiratory  tree  and  no  gas  in  the  in- 
testinal tract.  A child  with  this  form  of  the 
anomaly  can  have  a feeding  gastrostomy  set  up 
immediately  without  fear  of  flooding  the  lungs. 
Less  common  forms  are  those  in  which  (2)  the 
proximal  pouch  enters  the  trachea,  (3)  or  both 
pouches  do,  (4)  or  the  even  more  uncommon 
form  in  which  the  esophagus  is  patent  for  its 
entire  extent  but  there  is  a fistula  between  the 
esophagus  and  the  trachea.  This  “H”  form  of  the 
fistula  usually  occurs  in  the  neck  or  at  the 
mediastinal  inlet;  the  fistulae  can  be  multiple 


and  in  any  case  they  are  very  difficult  to  dem- 
onstrate. Sometimes  the  fistula(e)  can  be  seen 
on  contrast  media  studies  of  the  esophagus, 
sometimes  on  bronchoscopy  or  tracheoscopy. 
Sometimes  it  has  been  impossible  to  demonstrate 
the  fistula  prior  to  the  child’s  death  from  the 
constant  pulmonary  infection,  secondary  to  the 
soiling  from  the  intestinal  tract. 

There  are  three  problems  to  be  solved  in  cor- 
recting the  common  form  of  esophageal  atresia: 
one  must  1 ) provide  for  drainage  of  the  proximal 
pouch,  2)  close  the  fistula  from  the  distal  esopha- 
gus to  the  trachea,  and  3 ) provide  for  nutrition. 

PRIOR  to  1940  these  objectives  were  im- 
perfectly achieved  by  cervical  esophagos* 
tomy,  division  of  the  distal  esophagus  and  es- 
tablishment of  some  form  of  gastrostomy.  This 
left  unsolved  the  ultimate  problem  of  restoring 
continuity  by  interposing  segments  of  small 
bowel,  stomach  or  colon  as  an  artificial  esopha- 
gus. These  techniques  are  still  occasionally  use- 
ful for  certain  complicated  or  technically  diffi- 
cult cases. 

A cervical  esophagostomy  can  be  successfully 
connected  to  a bowel  segment  interposed  in  a 
channel  beneath  the  skin,  or  within  the  chest 
(either  in  the  anterior  or  the  posterior  media- 
stinum). Most  of  the  efforts  to  interpose  small 
bowel  segments  as  high  as  the  level  of  the 
clavicle  have  been  unsuccessful.  There  has  been 
some  discussion  of  whether  a cervical  esopha- 
gostomy should  be  brought  out  on  the  left  side 
or  the  right.  The  esophagus  in  its  upper  cervi- 
cal course  is  approached  easier  from  the  left, 
but  as  it  enters  the  superior  mediastinum  it 
courses  more  to  the  right  and  there  are  those 
who  believe  that  the  esophagostomy  will  be 
longer  and  lower  if  it  is  placed  on  the  right. 
Needless  to  say,  any  fistula  from  the  distal  eso- 
phagus to  the  trachea  must  be  closed  before  a 
gastrostomy  can  be  used  for  feeding. 

For  over  20  years  it  has  been  standard  prac- 
tice to  attack  the  anatomic  lesion  directly,  with 
the  aim  of  closing  the  fistula  and  re-establishing 
continuity  by  direct  end-to-end  anastomosis  of 
the  esophagus.  In  recent  years,  most  surgeons 
working  with  this  anomaly  have  used  the  right 
transpleural  approach,  if  the  heart  and  great 
vessels  are  normally  placed.  If  the  heart  or  the 
aortic  arch  is  in  the  right  chest,  the  left  ap- 
proach may  be  the  better.  The  advantages  over 
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the  mediastinal  or  “extrapleural”  approach  are: 
a ) that  the  operating  time  is  shortened  by  about 
an  hour,  b)  the  exposure  is  better,  c)  it  requires 
no  rib  resection  with  the  consequent  chest  and 
spine  deformity  as  the  child  grows  up  and  d) 
it  makes  it  possible  to  mobilize  the  upper  and 
lower  segments  better.  However,  if  an  anasto- 
motic leak  occurs  postoperatively,  the  resulting 
empyema  is  not  nearly  as  well  tolerated  by  the 
infant  as  is  simple  drainage  to  the  exterior  with 
an  intact  pleura.  The  disadvantage  of  the  “ex- 
trapleural” route,  in  addition  to  the  greater  time 
and  more  tedious  dissection  required,  is  the  ex- 
treme difficulty  of  staying  entirely  outside  the 
pleura  in  tiny  infants.  In  about  half  of  the  cases 
some  opening  will  be  made  in  the  pleura.  The 
pleura  in  this  approach  is  so  delicate  that  it  is 
virtually  impossible  to  close  it  by  simple  suture. 
We  have  used  the  technique  of  grasping  the 
free  edges  of  the  opening  with  clamps,  bringing 
the  tips  of  the  clamps  together  and  tying  them 
together  as  one  would  a blood  vessel.  This  can 
be  quickly  done  without  widening  or  extending 
the  pleural  rent.  It  is  necessary  to  remove  seg- 
ments of  from  one  to  three  ribs,  with  their  in- 
tercostal bundles,  to  get  adequate  exposure 
through  the  extrapleural  route. 

WE  prefer  to  enter  the  chest  through  the  right 
third  or  fourth  space,  spring  the  ribs  apart 
with  a Tuffier  retractor,  and  retract  the  lung 
forward  to  expose  the  hilum  and  the  azygos  vein 
which  courses  over  the  right  main  bronchus  at 
this  point.  The  mediastinal  pleura  is  incised  and 
the  vein  elevated  and  divided.  This  will  reveal 
the  distal  esophageal  segment  entering  the  pos- 
terior wall  of  the  trachea  at  the  carina  or  at  the 
right  main  bronchus.  It  is  rare  for  the  fistula  to 
connect  to  the  left  bronchus,  when  the  heart 
and  great  vessels  are  normally  placed,  but  it 
does  occur  and  in  this  situation  can  be  difficult 
to  expose  and  divide. 

It  is  helpful  to  have  the  anesthetist  pass  a 
catheter  into  the  proximal  pouch  to  assist  in 
identifying  and  in  mobilizing  it.  The  proximal 
pouch  is  relatively  thick  walled  and  of  larger 
size  than  the  distal  segment.  It  is  advantageous 
to  connect  the  proximal  and  distal  segments  with 
some  seromuscular  sutures  before  the  fistulous 
tract  is  divided,  since,  when  the  fistula  is  cut, 
the  distal  segment  has  a tendency  to  retract 
downward.  We  have  usually  opened  the  proxi- 
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mal  and  distal  segments,  threaded  the  nasogas- 
tric catheter  through  and  left  it  in  place  while 
the  anastomosis  is  accomplished.  We  use  5-0 
silk  interrupted  sutures  through  all  layers,  tak- 
ing great  care  to  approximate  the  mucosa. 

This  catheter  may  then  be  withdrawn,  but 
some  surgeons  prefer  to  leave  it  in  place  until 
the  completion  of  the  chest  part  of  the  opera- 
tion. One  may  then  turn  the  baby  over,  perform 
a feeding  gastrostomy  ( Stamm ) and  at  that  time 
grasp  the  lower  end  of  the  catheter,  tie  a thread 
to  it  and  withdraw  the  catheter,  taking  the 
thread  with  it  up  through  the  gastrostomy, 
esophageal  anastomosis  and  out  the  nostril.  The 
thread  is  then  tied  to  itself  and  left  in  place,  in 
the  event  it  is  desired  to  dilate  the  anastomosis 
at  some  future  date.  Because  the  distal  segment 
is  narrower,  it  is  safer  to  pass  graded  rubber 
cylindrical  dilators  (with  loops  on  each  end) 
through  the  stoma  from  below  upwards  until 
an  adequate  lumen  is  obtained.  This  can  be 
done  without  anesthesia,  while  antegrade  bou- 
ginage requires  anesthesia  and  direct  visualiza- 
tion. 

NOTHER  good  technique  is  to  hold  the  ends 
of  the  proximal  and  distal  esophagus  togeth- 
er with  Potts'  clamps.  With  this  method,  the 
catheter  cannot  be  used  as  a splint  during  the 
suturing. 

It  is  extremely  important  to  seal  off  the  fistu- 
lous tract.  One  should  always  attempt  to  cover 
the  stump  of  the  fistula  on  the  tracheal  side  by 
a flap  of  pleura.  If  the  fistula  should  reform,  it 
is  extremely  difficult  to  close  it  successfully,  due 
to  the  scarring,  bleeding,  infection,  etc.  Every 
effort  should  be  made  to  secure  a firm,  water- 
tight and  permanent  closure  of  the  fistulous 
tract  at  the  initial  operation.  The  chest  can  then 
be  closed  with  pericostal  sutures,  leaving  a cath- 
eter from  the  pleural  space  to  a water  seal.  The 
child  may  be  fed  after  48  hours  or  so,  starting 
with  liquids.  The  infant  can  swallow  its  own 
saliva  from  the  time  the  esophageal  continuity 
is  restored. 

In  preparing  the  feeding  and  decompressive 
gastrostomy  it  is  essential  that  the  stomach  be 
sewn  to  the  anterior  abdominal  wall.  The  cathe- 
ter can  be  a mushroom,  Pezzar  or  Foley,  but  one 
must  fix  the  stomach  snugly  against  the  anterior 
wall.  It  is  the  intention  to  suture  the  stomach 
to  the  abdominal  wall  as  a permanent  attach- 
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ment,  remaining  after  the  catheter  has  been  re- 
moved. Catheter  gastrostomy  has  been  extreme- 
ly useful  in  the  management  of  newborn  infants 
with  intestinal  obstruction  at  any  level. 

Malrotation 

To  understand  this  anomaly,  remember  that 
the  superior  mesenteric  artery  is  the  axis  on 
which  the  bowel  must  turn.  The  bowel  returning 
from  its  early  fetal  position  in  the  physiologic 
“umbilical  hernia”  undergoes  a normal  counter 
clockwise  rotation  around  this  arterial  axis.  Mal- 
rotation  occurs  in  many  forms,  but  the  one  which 
produces  duodenal  obstruction  in  the  newborn 
is  due  to  abnormal  bands  from  the  hepatic  flex- 
ure and  right  colon  to  the  right  lateral  abdom- 
inal wall.  These  bands  compress  the  duodenum 
and  they  must  be  cut  to  relieve  the  obstruction. 
About  half  of  the  cases  of  obstruction  due  to 
malrotation  will  be  seen  within  the  first  week  of 
life,  but  the  remainder  may  not  become  sympto- 
matic for  months  or  years. 

In  the  cases  of  obstruction  due  to  malrotation 
in  the  newborn,  the  colon  is  almost  entirely  to 
the  left  of  the  midline.  The  duodenum  usually 
runs  farther  down  the  right  side  and  seems 
straighter  and  longer  than  normal.  The  small 
bowel  will  have  a very  narrow  base  to  its  mes- 
entery and  thus  be  very  prone  to  volvulus.  After 
the  obstructing  bands  have  been  cut,  some  sur- 
geons try  to  complete  the  rotation  by  fixing  the 
right  colon  in  its  normal  anatomic  location, 
which  also  has  the  effect  of  broadening  the  base 
of  the  small  bowel  mesentery. 

Malrotation  should  always  be  looked  for  in 
infants  with  large  omphaloceles  or  those  with 
large  diaphragmatic  herniae,  since  these  anoma- 
lies tend  to  prevent  the  completion  of  the  nor- 
mal rotation. 

If  the  plain  films  of  the  abdomen  do  not  re- 
veal the  location  of  the  colon  in  the  left  abdo- 
men or  the  diluted  unusually  vertical  duodenum, 
studies  with  contrast  media  may  be  helpful.  A 
barium  enema  is  a little  safer  than  an  upper  G.I. 
series  if  the  infant  is  vomiting  copiously. 

Volvulus  of  the  small  intestine  in  infants  who 
have  a narrow  based  mesentery,  because  of 
malrotation,  is  unusually  dangerous  because  the 
twisting  can  shut  off  the  arterial  blood  supply 
so  promptly  and  completely.  The  exposed  posi- 
tion of  the  superior  mesenteric  artery  makes  it 
unusually  vulnerable  to  injury  in  this  anomaly. 


Duodenal  Atresia 

It  has  long  been  taught  that  intestinal  atresia 
is  due  to  failure  of  a normal  process  of  prolifera- 
tion of  mucosa,  followed  by  vacuolation  and 
then  recanalization.  There  is  good  evidence  that 
this  “recanalization  failure”  is  not  the  cause  of 
atresia  at  lower  levels,  but  at  the  duodenal  level 
there  is  some  evidence  in  favor  of  this  hypo- 
thesis. 

The  incidence  of  associated  congenital  anom- 
alies is  higher  with  duodenal  atresia  than  with 
any  other  form  of  intestinal  atresia.  This  is  con- 
sistent with  recent  work  on  the  “trisomy”  and 
other  chromosome  errors,  which  is  the  basic  de- 
fect in  the  anomaly  formerly  known  as  “Mon- 
golism”. Sixty  percent  of  the  infants  with  duo- 
denal atresia  have  some  other  congenital  anom- 
aly, and  in  twenty  percent  it  is  “Mongolism”. 

In  almost  all  instances,  atresia  of  the  duo- 
denum occurs  below  the  ampulla  of  Vater;  it 
occurs  above  the  ampulla  in  less  than  ten  per- 
cent of  the  cases.  If  the  atresia  is  above  the  am- 
pulla, the  vomitus  will  not  contain  bile.  In  the 
majority  of  cases  the  atresia  is  lower  and  the 
vomitus  does  contain  bile.  Biliary  vomiting  in 
a newborn  should  always  be  taken  as  strong 
presumptive  evidence  of  intestinal  obstruction. 

As  a rule,  babies  with  duodenal  atresia  escape 
detection  for  a little  longer  than  infants  with 
atresia  at  lower  levels.  This  is  true  for  several 
reasons:  they  are  not  distended,  their  vomiting, 
although  bile  stained,  is  neither  copious  nor  sus- 
tained in  many  cases,  and  the  most  deceptive 
fact  of  all,  they  often  pass  what  appear  to  be 
normal  meconium  stools.  If  the  Farber  test  had 
any  usefulness  at  all  in  detecting  atresia,  it  was 
probably  in  cases  of  duodenal  atresia.  Most  au- 
thors now  agree  that  this  test  is  not  reliable  in 
atresia  at  any  level.  It  is  important  to  recognize 
the  very  great  chance  of  error,  if  one  demon- 
strates squamous  cells  in  the  stools,  and  con- 
cludes therefrom  that  the  intestinal  tract  is 
patent. 

ON  the  average,  infants  with  duodenal  atresia 
are  finally  diagnosed  and  operated  upon  at 
an  average  age  of  4.6  days,  compared  to  an  av- 
erage of  2.5  days  for  atresia  at  lower  levels. 
These  infants,  like  most  infants  with  intestinal 
obstruction  in  the  first  week  of  life,  have  a phy- 
siologic polycythemia  and  an  average  hemoglo- 
bin level  of  about  17  to  18  grams  percent.  This 
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may  be  aggravated  by  dehydration,  but  this  rel- 
ative excess  of  blood  should  be  recognized  in 
any  plans  to  transfuse  the  infant.  Its  relation- 
ship to  the  physiologic  jaundice  of  the  first  few 
days  of  life  is  too  well  known  to  require  repeti- 
tion. 

The  most  valuable  diagnostic  test  for  duodenal 
atresia  is  the  plain  roentgenogram  of  the  abdo- 
men. The  classic  “double  bubble”  (gastric  and 
duodenal  bubbles ) is  sometimes  better  seen 
with  the  infant  erect  rather  than  supine.  It  is 
not  always  seen  in  this  disease,  but  when  it  oc- 
curs, the  diagnosis  is  established.  It  is  academic 
whether  this  x-ray  appearance  is  due  to  duo- 
denal atresia  or  to  annular  pancreas,  the  treat- 
ment is  the  same.  It  is  not  necessary  to  deter- 
mine definitively  whether  the  obstruction  is  due 
to  duodenal  atresia  or  to  annular  pancreas,  any 
attempt  to  correct  the  anomaly  by  direct  in- 
cision and  suture  is  doomed  to  almost  certain 
failure. 

The  standerd  precautions  against  anastomosis 
of  the  stomach  to  the  jejunum  have  been  repeat- 
ed, because  of  the  risk  of  later  peptic  ulceration, 
but  there  has  not  been  a large  experience  in  in- 
fants to  support  this  view.  It  may  be  technically 
easier  to  anastomose  the  stomach  rather  than 
the  duodenum,  but  if  it  is  at  all  possible,  a side- 
to-side  anastomosis  between  the  duodenum 
proximal  to  the  obstruction  and  the  jejunum  just 
distal  to  Treitz’  ligament  is  preferable.  Whether 
this  is  done  through  the  mesocolon  or  in  front 
of  the  hepatic  flexure  will  depend  on  the  posi- 
tion of  the  colon,  the  presence  of  any  malrota- 
tion,  and  the  mobility  of  the  jejunum  at  that 
level.  Either  placement  is  perfectly  satisfactory. 
The  same  may  be  said  for  a one-layer  vs.  a two- 
layer  anastomosis.  The  important  points  are 
these:  do  not  attack  the  lesion  directly,  do  a 
side-to-side  anastomosis  in  the  most  convenient 
location  and  take  a good  look  to  be  sure  the 
rest  of  the  intestinal  tract  is  patent  all  the  way 
to  the  anus. 

A survival  rate  in  excess  of  60%  is  expected 
for  this  anomaly.  The  majority  of  the  failures 
will  be  due,  in  part,  to  the  other  anomalies  so 
commonly  found  in  these  cases. 

Jejuno  ileal  Atresia 

The  higher  the  level  of  the  atresia,  the  more 
prominent  the  vomiting,  the  less  prominent  the 
distention  and  the  greater  the  likelihood  that  the 
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infant  will  pass  some  stools.  The  lower  the  level 
of  atresia,  the  more  one  expects  distention,  there 
is  less  vomiting  or  none,  no  stools  and  the  in- 
fants appear  much  sicker  in  a shorter  period  of 
time  than  those  with  higher  levels  of  atresia. 

Atresia  of  the  intestine  below  the  duodenum 
has  stimulated  some  very  interesting  research 
and  speculation  into  its  etiology.  It  is  pointed 
out  that  in  atresia  of  the  intestine  at  lower  lev- 
els, there  is  not  only  a defect  in  the  bowel  lu- 
men, there  is  often  an  actual  gap  in  the  con- 
tinuity of  the  intestine  and  a gap  in  the  mesen- 
tery. Very  often  there  is  bile  in  the  intestinal 
lumen  below  the  level  of  the  atresia.  The  liver 
does  not  begin  to  secrete  bile  actively  until  about 
half  way  through  fetal  life,  so  that  the  intes- 
tinal obstruction  must  have  occurred  after  this 
step  in  fetal  development.  The  same  observa- 
tion applies  to  the  squamous  epithelial  cells  and 
lanugo  hairs  from  skin,  neither  of  which  could 
have  appeared  in  the  amniotic  fluid  at  the  time 
the  failure  of  the  intestinal  vacuolation  and  re- 
canalization supposedly  occurred  (before  the 
12th  week  of  fetal  life).  Thus,  the  presence  of 
lanugo  hairs  and  squamous  epithelial  cells  in 
the  lumen  below  the  point  of  obstruction  are 
evidence  that  the  obstruction  occurred  later  in 
fetal  life  than  the  12th  week.  Lynn’s  detailed 
study  of  89  human  embryos  showed  that  while 
epithelial  plugging  and  recanalization  can  occur 
in  the  bowel  at  any  level,  it  does  not  occur  reg- 
ularly in  any  area,  and  the  process  actually  de- 
veloped in  only  one-third  of  the  embryos  stud- 
ied. These  are  the  main  reasons  for  believing 
that  atresia  is  an  acquired  lesion. 

It  has  been  postulated  that  some  vascular 
accident  in  fetal  life  is  responsible  for  atresia.  A 
variety  of  causes  for  the  vascular  accident  have 
been  proposed,  such  as  incarceration  of  the  phy- 
siologic antenatal  umbilical  hernia,  infarction, 
thrombosis,  kinking,  twisting,  and  meconium 
granuloma  formation  with  penetration  of  the 
bowel  wall,  leading  to  localized  areas  of  mecon- 
ium peritonitis  with  narrowing,  obstruction  and 
finally  devascularization. 

In  experiments  performed  on  puppies  while 
still  within  the  uterus  of  the  mother,  ligation  of 
the  vessels  of  the  intestinal  tract  of  the  unborn 
puppy  will  lead  to  an  anatomic  defect  which 
resembles  atresia  when  the  puppy  is  born.  This 
experiment  has  been  so  difficult  technically. 
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that  no  one  has  yet  been  able  to  keep  the  pup- 
pies living  in  the  uterus  for  an  extended  period 
after  the  intra-uterine  attack  on  the  puppy’s  intes- 
tinal vessels,  but  the  anomaly  does  appear  in 
puppies  delivered  a few  days  after  the  surgery. 

The  diagnosis  of  atresia  of  the  intestinal  tract 
can  be  made  from  plain  films  of  the  abdomen, 
although  the  level  may  not  be  precisely  defined. 
There  is  no  reason  to  use  contrast  media.  It  is 
important  in  operating  upon  these  infants  to 
explore  the  entire  remainder  of  the  intestinal 
tract,  to  be  sure  that  there  are  no  other  anoma- 
lies. Multiple  areas  of  atresia  occur  in  about  10% 
of  the  cases,  and  if  the  additional  areas  of  ob- 
struction are  not  found  and  corrected  the  child 
will  not  survive. 

WE  advocate  resection  of  the  dilated  bulbous 
end  of  the  proximal  segment,  back  to  bowel 
of  reasonably  normal  caliber  and  peristaltic  ac- 
tivity. This  is  advisable  because  the  dilated, 
overstretched  bowel  cannot  deliver  an  effective 
peristaltic  rush  through  the  stoma  after  the  an- 
astomosis. The  dilated  bowel  is  so  weakened 
that  the  obstruction  persists  as  a physiologic 
phenomenon,  even  though  the  lumen  is  anatom- 
ically patent.  One  of  the  most  discouraging  prob- 
lems in  this  type  of  surgery  is  a patent  anas- 
tomosis that  will  not  work.  The  best  answer  we 
have  found  is  resection  of  the  distended  dilated 
tip,  back  to  an  area  that  can  deliver  an  effective 
peristaltic  rush.  This  is  accompanied  by  a mark- 
edly higher  survival  rate  and  better  function. 

We  are  convinced  that  a primary  anastomosis 
is  the  procedure  of  choice,  whenever  that  is 
feasible.  The  higher  the  level  of  obstruction,  the 
greater  the  fluid  and  electrolyte  loss,  if  some 
form  of  diverting  enterostomy  is  established.  If 
it  is  necessary  to  do  a diverting  enterostomy, 
even  a few  centimeters  of  bowel  length  can  be 
critical,  since  the  added  resorptive  surface  is 
valuable.  If  a primary  anastomosis  of  small 
bowel  is  planned,  at  any  level  below  the  liga- 
ment of  Treitz,  resection  of  the  dilated  tip  is  ad- 
vantageous. 

Whenever  possible,  the  anastomosis  should  be 
done  between  loops  of  approximately  similar 
size.  The  collapsed  distal  limb  can  be  enlarged 
by  distending  it  with  saline  solution,  by  end-to- 
side  connection  utilizing  more  of  the  side  of  the 
bowel  to  accommodate  the  disparity  in  size,  or 


by  side-to-side  anastomoses  if  the  turned-in 
blind  segments  are  not  too  long.  Late  complica- 
tions can  result  from  blind  loops,  if  the  side-to- 
side  anastomosis  is  accomplished  in  a way  that 
will  leave  a long  blind  segment  for  stagnation 
or  ulceration.  We  have  not  been  able  to  demon- 
strate any  inherent  superiority  for  any  type  of 
anastomosis  in  the  small  bowel,  one  or  two  lay- 
er, end-to-end,  side-to-side,  end-to-side  or  any 
other.  In  general,  it  is  not  advisable  to  leave  an 
indwelling  tube  through  the  stoma. 

Meconium  Ileus 

This  form  of  obstruction  occurs  only  in  the  ter- 
minal ileum  and  is  due  to  plugging  of  the  lumen 
by  the  hard,  grayish  pellets  of  abnormal  mecon- 
ium. Proximal  to  the  portion  plugged  by  the 
“pellets”,  which  is  not  especially  dilated,  is  a 
markedly  dilated  segment  containing  extremely 
thick,  tenacious,  viscid  dark-green-black  me- 
conium. The  anomaly  is  invariably  the  conse- 
quence of  fibrocystic  disease  of  the  pancreas. 

The  surgical  problem  can  be  solved  in  several 
ways,  1)  multiple  enterotomise  with  evacuation 
of  the  obstructing  meconium  2)  resection  of  the 
obstructed  portion  with  its  contained  meconium 
plug  and  primary  anastomosis,  or  3)  double  bar- 
reled entero-enterostomy  (with  spur  formation) 
done  with  or  without  resection  of  the  obstructed 
segment. 

These  3 methods  are  listed  in  the  order  of 
their  choice,  depending  on  the  state  of  the  bowel 
and  of  the  infant  generally.  The  anomaly  can  be 
diagnosed  on  plain  films,  because  the  viscid  me- 
conium traps  small  bubbles  of  gas  in  its  mass, 
giving  a characteristic  “ground  glass”  bubbly 
appearance  in  the  lower  abdomen  with  gas 
filled,  dilated,  obstructed  loops  proximal  to  it. 

The  basic  defect  in  pancreatic  function  makes 
it  difficult  for  the  infant  to  metabolize  fats  and 
related  substances.  The  fat  soluble  vitamins, 
particularly  vitamin  A,  cannot  be  adequately  ab- 
sorbed and  so  all  of  the  epithelial  structures 
which  require  this  vitamin  for  their  proper  ma- 
turation fail  to  develop  normally.  The  respira- 
tory epithelium  cannot  mature  and  these  chil- 
dren are  extremely  susceptible  to  infections  of 
the  tracheo-bronchial  tree  and  lungs.  Infections 
and  decreased,  abnormal  pulmonary  function 
are  the  ultimate  cause  of  death  in  most  of  these 
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children.  The  skin  cannot  mature  normally,  so 
that  these  children  lose  abnormal  quantities  of 
electrolytes  in  their  sweating  and  are  highly  sus- 

Surprisingly,  once  the  intestinal  plugging  by 
the  hard,  viscid  meconium  has  been  relieved  by 
ceptible  to  heat  prostration  as  a result, 
removal  of  the  plugs  and  re-establishment  of 
continuity,  the  phenomenon  of  obstruction  from 
this  cause  does  not  recur.  The  precise  chemical 
abnormalities  of  the  obstructing  meconium  have 
never  been  determined. 

Rumors  to  the  contrary  notwithstanding,  an 
infant  can  tolerate  an  ileostomy,  if  it  is  placed 
close  enough  to  the  colon  and  the  infant’s  fluid 
and  electrolyte  needs  are  recognized  and  met. 
It  is  better  to  have  a living  baby  with  a tem- 
porary fecal  fistula  than  a dead  one  with  a mal- 
functioning closed  stoma,  but  a diverting  en- 
terostomy is  an  emergency  expedient,  not  the 
final  procedure  of  choice. 

Atresia  of  the  colon  is  relatively  rare  and  is 
managed  about  the  same  as  small  bowel  atresia. 
A colostomy  is  much  easier  for  a baby  to  toler- 
ate than  a small  bowel  fistula.  The  disparity  in 
size  in  colonic  atresia  is  apt  to  be  more  extreme, 
without  decompression,  and  there  is  much  less 
length  to  permit  resection  back  to  a properly 
sized  segment. 

The  most  important  factor  in  any  surgery  on 
these  anomalies  is  safety.  In  the  colon,  more  than 
anywhere  else,  the  establishment  of  an  enteros- 
tomy is  a satisfactory  life  saving  maneuver,  if  a 
primary  anastomosis  is  not  readily  feasible. 

Imperforate  Anus 

Infants  with  this  anomaly  should  be  investi- 
gated for  any  associated  involvement  of  the 
genito-urinary  tract,  since  fistulization  is  very 
common.  In  the  male,  the  common  fistula  is  to 
the  bladder  or  the  urethra;  in  the  female,  fis- 
tulae  to  the  urinary  tract  are  almost  unknown, 
but  fistulization  to  the  vagina  very  common.  If 
the  opening  in  the  vagina  is  at,  or  very  near, 
the  fourchette  and  the  opening  is  large  enough 
to  permit  adequate  stooling,  an  immediate  at- 
tack upon  the  anomaly  is  not  mandatory.  It  is 
preferable  to  wait  until  the  child  is  about  two 
years  old,  when  the  structures  are  larger,  before 
attempting  to  transfer  the  rectum  to  the  anal 
dimple,  reconstruct  the  posterior  vaginal  wall 
and  the  integrity  of  the  perineal  body,  which 


will  be  shortened  in  all  cases.  There  is  some  ad- 
vantage to  using  a temporary  colostomy  while 
this  reconstruction  is  being  completed. 

In  the  male  the  fistula  to  the  urinary  tract  is 
in  such  delicate  structures,  any  attempt  to  cor- 
rect the  anomaly  from  the  perineal  approach  is 
doomed  to  failure  and  should  not  be  attempted. 

There  are  many  advantages  to  the  abdomi- 
noperineal approach  for  correction  of  this  an- 
omaly. This  method  makes  it  possible  to  see  the 
fistula  under  direct  vision.  The  placement  of  the 
bowel  in  the  anal  dimple  can  be  anatomically 
accomplished  with  far  less  disruption  of  the  anal 
structures.  The  dissection  of  the  rectum  in  the 
hollow  of  the  sacrum  and  adjacent  areas  should 
be  conducted  just  as  close  as  one  can  possibly 
get  to  the  bowel  itself,  so  that  no  harm  will 
come  to  the  delicate  nerves  supplying  the  struc- 
tures adjacent  to  the  male  urethra. 

Serious  damage  can  be  done  to  the  pelvic 
nerves,  the  urethra,  the  sphincters  and  other 
structures  in  attempts  to  correct  this  anomaly 
from  the  perineal  approach.  The  only  cases  that 
can  be  safely  corrected  from  below  are  the  rare 
ones  in  which  there  is  only  a thin  membrane  at 
the  lower  end  of  the  rectum,  bulging  out  when 
the  baby  cries  and  presenting  in  the  anatomic 
anus.  If  the  defect  is  more  than  a simple  mem- 
brane, the  perineal  approach  should  not  be  un- 
dertaken. 

The  infant  with  this  anomaly  should  have  the 
surgery  deferred  for  a few  hours,  to  be  sure  that 
there  is  gas  reaching  the  rectum,  thus  demon- 
strating that  there  is  not  a higher  level  of  atresia, 
also.  As  soon  as  the  x-rays  reveal  swallowed  air 
at  the  level  of  the  rectum,  the  anomaly  can  be 
attacked  surgically.  There  is  no  advantage  to  do- 
ing inverted  x-rays  with  a marker  in  the  anal 
dimple,  since  the  only  cases  that  should  be  at- 
tacked perineally  are  those  with  simple  mem- 
branes. Any  higher  level  of  atresia  demands  an 
abdominal  approach,  so  that  the  extent  of  the 
defect  in  millimeters  is  academic. 

We  prefer  to  enter  the  abdomen  through  a 
low  left  rectus  incision,  begin  the  mobilization 
laterally,  hugging  the  bowel  as  tightly  as  possi- 
ble and  continuing  downward  until  the  tip  of 
the  bowel  can  be  delivered  from  the  hollow  of 
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the  pelvis  at  the  coccygeal  level.  The  lowest 
point  of  the  bowel  is  not  the  point  at  which  the 
fistula  comes  off  — that  is  higher  and  straight 
anteriorly.  The  size  of  the  bowel  can  be  reduced 
by  passing  a Penrose  drain  around  it  and  by 
twisting  the  drain,  one  can  force  the  gas  and 
meconium  up  to  a higher  level,  leaving  the  bow- 
el in  the  pelvis  almost  empty.  After  the  lower- 
most segment  has  been  delivered,  the  last  part 
to  come  out  is  the  fistula,  which  is  always  an- 
terior. This  can  be  seen,  cross  clamped,  divided 
and  oversewn.  If  there  is  a catheter  in  the  ure- 
thra, damage  to  the  urinary  tract  should  not  oc- 
cur and  its  lumen  should  not  be  compromised. 

AFTER  the  bowel  is  delivered  intact  from  the 
depths  of  the  pelvis,  the  index  finger  of  the 
surgeon’s  right  hand  can  be  passed  down  be- 
tween the  levators  to  make  the  anal  dimple 
bulge  from  the  inside.  Then  with  a No.  15  blade 
the  center  of  the  dimple  is  incised.  With  a clamp 
the  fibres  are  spread  enough  to  permit  the  pas- 
sage of  a long  curved  tonsil  clamp  from  below 
upward  to  where  the  lowermost  point  of  the  in- 
tact rectum  can  be  grasped  and  drawn  through 
the  anal  opening.  The  abdomen  can  then  be 
closed,  leaving  the  lowest  inch  or  two  of  the 
rectum  protruding  from  the  anal  incision  but 
still  unopened.  After  the  abdomen  is  closed,  the 
rectal  pouch  is  opened  and  the  full  thickness  of 
the  bowel  wall  sutured  to  the  anal  area  with  in- 
terrupted sutures.  The  colon  can  then  be  irri- 
gated with  saline  to  rid  it  of  the  packed,  sticky 
meconium.  The  urethral  catheter  can  be  left  in 
for  varying  periods,  if  desired,  but  it  is  usually 
removed  at  completion  of  the  procedure. 

It  has  been  suggested  that  this  procedure 
should  be  delayed  until  the  structures  are  a lit- 
tle larger  by  doing  an  immediate  colostomy  on 
all  infants  with  imperforate  anus.  We  have  felt 
that  the  complications  and  nursing  problems  as- 
sociated with  a colostomy  for  the  infant’s  first 
months  to  a year  or  two  are  formidable.  The  de- 
lay might  be  worthwhile  if  some  great  advan- 
tage in  reduced  mortality  or  eventual  functional 
performance  could  be  shown.  To  our  knowl- 
edge, there  are  no  significant  advantages  in 
these  regards  and  so  we  prefer  to  proceed  forth- 
with, if  the  infant  is  a reasonable  risk  for  major 
surgery. 


Baptist  Medical  Center 


HOSPITAL  MEDICAL 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 


Adjoining  Scottsdale  Baptist  Hospital 

FAMILY  DOCTOR 

John  A.  Martin  III,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

George  H.  Mertz,  M.D. 

GENERAL  SURGERY  - CANCER 
Herbert  N.  Munhall,  M.D. 

INTERNAL  MEDICINE  & CARDIOLOGY 
John  F.  Currin,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Roy  O.  Young,  M.D. 

OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

ORAL  SURGERY 

Ralph  G.  Peterson,  D.D.S. 

ORTHOPEDIC  SURGERY 
Edward  E.  Conn,  M.D. 

Willard  S.  Hunter,  M.D. 

PATHOLOGY 

Thomas  B.  Jarvis,  M.D. 

Fred  C.  Schoene,  M.D. 

PEDIATRICS 

Carl  A.  Holmes,  M.D. 

PERIODONTIST 

J.  Richard  Loughrv,  D.D.S. 

PLASTIC  SURGERY 
Morris  Barton,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Joseph  Baranowski,  Counseling  and  Guidance 
Jeff  Blake,  Scottsdale  Dental  Lab 
Jean  Hoffman,  Reg.  Physical  Therapist 
Pharmacy 

Scottsdale  Opticians 

Now  Leasing  — Immediate  Occupancy 

Call  Mr.  Thorner  or  Mrs.  Duecy 
947-5441  - 946-9091 

CR  4-1289  or  945-6694 
(After  6 p.m.) 
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In  systole  and  diastole,  the  human  heart  produces 
a maximum  signal  of  only  a few  millivolts  between 
two  ECG  limb  electrodes.  Mixed  in  with  this  tiny 
signal  may  be  some  unwanted  electrical  “noise”, 
caused  by  power  lines,  nearby  X-ray  or  diathermy 
machines,  or  even  ordinary  office  equipment.  Until 
now,  eliminating  this  noise  from  the  record  usually 
meant  time-consuming  adjustments  and  rerunning 
records  until  the  complexes  were  clear. 

The  new  Sanborn  500  V iso-Car diette  now  iso- 
lates such  noise  from  the  cardi- 
ac signal  to  an  extent  never 
before  achieved  — and  simulta- 
neously maintains  even  greater 
protection  for  the  patient  with- 
out the  use  of  fragile  patient 
fuses.  The  “500”,  in  effect,  sees 
all  of  the  wanted  ECG  signal 
and  little  or  no  noise,  to  give 
you  a diagnostically  useful  trac- 
ing with  greater  ease  and  speed. 


This  highly  refined  new  instrument  ai  uses 
the  new  Redux®  Creme  — an  improved  non- 
abrasive electrolyte  easily  applied  and  removed 
without  rubbing  . . . and  has  operating  features 
including  two  chart  speeds  and  three  recording 
sensitivities,  simplified  control  arrangement,  color- 
coded  patient  cable  and  pictorial  connection  dia- 
gram on  the  instrument  panel.  Housed  in  a com- 
pact, vinyl-clad  aluminum  case  that’s  easy  to  carry, 
or  effortlessly  rolled  on  a matching  mobile  cart, 
this  newest  Sanborn  contribu- 
tion to  cardiography  costs  only 
$695  complete  (delivered,  con- 
tinental U.S.)  or  $820  with 
mobile  cart.  Call  your  local 
Sanborn  office  now  for  details 
and  a demonstration.  Sanborn 
Company,  Medical  Division, 
Waltham,  Mass.  (02154),  a 
division  of  Hewlett-Packard. 


NEW 

SANBORN 

500 

ViSO 


Isolates  the  noise  so  only  the  cardiac  signal  goes  on  paper 


Phoenix  Resident  Representative  8341  N.  7 th  St.,  943-6917 
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Butazolidirf 

Butazolidirf 

alka 


brand  of  phenylbutazone 
Tablets  of  lOOmg. 

Each  capsule  contains: 
phenylbutazone,  100  mg. 
dried  aluminum 
hydroxide  gel,  lOOmg. 
magnesium 

trisilicate,  150  mg. 

homatropine 
methylbromide,  1.25  mg. 


It  works! 


Proved  by  over  a decade 
of  clinical  experience. 


Geigy  Pharmaceuticals 
Division  of  Geigy 
Chemical  Corporation 
Ardsley,  New  York 


An  Ethical  Professional 
Service  for  Your  Patients 
Founded  1936 


NEW  BUDGET  PLAN  FOLDERS 
POPULAR  WITH  DOCTORS 


Were  real  pleased  with  your  reaction  and  response  to  our  new 
Budget  Plan  for  Health  folders.  Printed  in  an  attractive  blue 
with  black  on  white  textured  paper,  these  new  folders  are  modem 
in  appearance  yet  dignified  and  will  have  greater  appeal  to  your 
patients.  The  copy  inside  is  almost  the  same  copy  as  the  former 
folder  contained,  thus  maintaining  their  dignified  and  ethical 
approach  in  explaining  how  the  Budget  Plan  works. 

We  always  try  to  keep  your  Budget  Plan  holders  filled  at  all 
times  but  if  we  should  miss  you,  we’d  appreciate  your  calling  us. 
If  you  would  like  a supply  of  the  new  Budget  Plan  folders,  just 
write  or  call  your  nearest  M&D  office  and  they  will  be  sent  to 
you  at  once  without  cost! 

We  also  have  a new  wall  type  Budget  Plan  folder  that  doctors 
like  for  it  frees  valuable  counter  and  table  space  and  keeps  the 
folders  out  of  children’s  reach.  These  are  available  also  without 
cost  to  you.  Let  us  know  if  you’d  like  one! 


D 


First  Street  at  Willetta  • 

31  North  Tucson  Boulevard  • 
456  North  Country  Club  Drive 


P8 


Phoenix 
Tucson 
• Mesa 


258-7755 
MA  3-9421 
WO  4-5668 
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TAKE  5 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWAB  THEARM- 
UNCAPA  TINE  TEST- 
PRESS-DISCARD 
THA  T'SALL 
THERE  IS  TO  IT. 


Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 
They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none:  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


TUBERCUUNJINETEST 

(Rosenthal)  Lederle 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY, 


Pearl  River,  N.  Y. 

7899-4 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS.. 


ItSSST 

iffectiveness,  dependability  and  reassuring  Safety  Factors  make  Side  Effects:  Occasionally,  mild  salicylism 

dabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa-  may  occur,  but  it  responds  readily  to  ad- 
vents—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer,  justment  of  dosage.  Precaution:  In  the 

, . . , , ■ • i .■  - ’ . ' presence  of  severe  renal  impairment,  care 

-ardiac  damage,  latent  chronic  infection  and  other  common  geriat-  shou,d  5e  taken  t0  avoid  accumulation  of 

'ic  conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can-  salicylate  and  PABA.  Contraindicated:  An 

lot  contribute  to  sodium  retention ..  .the  enteric  coating  assures  hypersensitivity  to  any  component.  . 

jastric  tolerance...  and  clinical  experience  shows  that  this  prepara-  A/so  ava//ab/e:  PABALATE-when  sodium 

ion  does  not  precipitate  the  serious  reactions  often  associated  with  salts  are  permissible.  Pabalate-HC— 

corticosteroids  or  pyrazolone  derivatives.  Pabalate-SF  with  hydrocortisone. 


V.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


RELIEVES  ANXIETY,  APPREHENSION  AND  TENSION 


■ 


All  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPR0SPAIM-400 

(MEPROBAMATE  400  MG.  SUSTAINED  RELEASE) 


Simplified,  convenient  dosage  for  emotional  relief. 


Side  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 
is  remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
has  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
may  occur,  generally  developing  after  1-4  doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate  contraindicate  subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause 
drowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
Operation  of  motor  vehicles  or  machinery  or  other  activity 
requiring  alertness  should  be  avoided  if  these  symptoms  are 
present.  Effects  of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack - 
age,  and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 


CMC- 1969 


WALLACE  LABORATORIES  #9  Cranbury , N.  J. 


WITH  APOLOGIES  TO  AESOP 


Dr.  Brewer 


Once  upon  a time,  somewhere  in  this  world, 
there  was  a group  of  good  citizens  who  joined 
themselves  together  for  their  mutual  improve- 
ment. Over  the  years,  they  grew  and  grew  in 
numbers  until  it  was  necessary  to  divide  them- 
selves into  smaller  groups,  which  they  called 
committees,  to  accomplish  all  of  their  work.  But 
their  numbers  continued  to  multiply  — and  fi- 
nally they  had  to  send  individual  persons  to 
represent  them  — and  the  work  for  mutual  im- 
provement went  on  apace. 

Now  these  citizens  were  not  among  the  most 
affluent  in  all  society  and  often  times  worthy 
projects  could  not  be  activated  for  want  of  funds. 
Then  one  day  a representative  of  a foreign  group 
approached  one  of  the  committees  with  a large 
gift  of  money,  a real  gift  with  no  strings  attached 
— just  its  acceptance. 

“Strange  indeed,”  thought  the  members  of  the 
committee.  But  they  quickly  realized  that  now 
all  of  the  projects  they  had  ever  considered  could 
be  completed,  and  with  money  left  over.  So  they 
were  hard  pressed  finally  to  disapprove  accept- 
ance of  the  gift,  because  they  knew  their  con- 
stituents would  disapprove  too.  But  they  did  and 
the  good  works  went  on  apace  and  with  the  ap- 
proval of  all. 

The  moral  of  this  little  fable  could  be  that  the 
end  does  not  justify  the  means.  But  for  the  mo- 
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ment  let  it  be  that  in  a governing  body  resides 
and  property  of  the  constituents,  a sacred  trust 
based  upon  a faith  in  the  integrity,  veracity  and 
dependability  of  the  governing  body,  the  “holy 
function”  of  Edmund  Burke. 

All  of  this  is  what  I was  trying  to  say  at 
Chandler,  applying  this  broad  concept  to  all  of 
our  medical  society  officers  and  committeemen 
in  any  capacity,  at  county,  state  and  national 
levels.  That  this  is  not  a one  man’s  fancy  has 
been  demonstrated  where  ever  I have  been 
privileged  to  go  in  any  official  capacity  in  medi- 
cine. It  has  been  a heartwarming  experience  to 
have  difficulty  often  times  discerning  who  the 
constituency  really  was  with  our  officers  jealous- 
ly guarding  and  protecting  the  medical  welfare 
of  their  physician  colleagues,  their  patients  and 
the  whole  public. 

But  there  is  room  for  real  concern  in  the  at- 
tacks of  our  non-medical  adversaries  who  some- 
how see  a self-aggrandisement  in  holding  office 
within  organized  medicine,  who  strike  at  the 
very  self-abnegation  and  idealism  and  altruism 
of  our  officers,  who  see  the  necessity  for  effi- 
cient organization  everywhere  but  in  medicine, 
and  who  would  reduce  medicine  to  a trade  with 
lay  persons  — with  more  time  and  ability  in  inter- 
personal relations  and  more  altruism  — to  direct 
the  show.  Two  of  my  children  have  been  ex- 
posed to  this  in  college  classes  in  government 
and  political  economics  and  I myself  have  read 
it  in  popular  book  form.  It  is  hard  to  consider 
a counter-attack  that  is  not  repugnant  to  us  as 
doctors,  but  we  will  have  to  continue  to  toot  our 
own  horns  a little  louder  and  look  alive  in  the 
transparent  houses  we  are  forced  to  live  in,  if 
this  facet  of  our  medical  existence  is  to  be  widely 
known  and  appreciated. 

With  no  attempt  at  sermonics,  or  intent  in  that 
direction,  there  is  another  side  of  the  coin  — as 
always.  Having  elected  our  representatives,  we, 
the  constituents  must  support  them,  as  never  be- 
fore in  the  history  of  medicine.  This  is  no  time 
for  schisms  and  factions,  in  a group  so  similarly 
trained  and  motivated  and  oriented  as  ours.  This 
is  no  time  for  arms,  but  for  unity. 

I freely  admit  that  I am  not  astute  enough  to 
enter  into  any  profound  discussion  of  majority 
the  trusteeship  of  its  constituency.  Trusteeship  is 
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a covenant  of  protection  of  the  will  and  rights 
and  minority  groups  and  opinions.  But  if  our 
representatives  are  elected  by  a majority  and  act 
for  the  majority,  this  then  represents  the  will  of 
the  majority,  which  we  Americans  so  proudly 
hail  as  Democracy.  Certainly  the  minority  must 
have  the  right  to  be  heard,  and  must  be  heard. 
And  it  may  always  seek  to  change  the  will  of  the 
majority  by  every  honorable  means,  but  until  it 
succeeds,  the  majority  will  is  the  law  of  the 
group,  and  personal  invective  and  sub-rosa  deg- 
radation and  approbrium  only  detracts  ultimate- 
ly from  the  minority  itself.  Often,  in  the  fullness 
of  time,  compromises  develop  deliberately  or 
insensibly  and  the  minority  stand  disappears 
from  view,  only  to  have  other  minorities  appear. 

I have  implicit  faith  in  the  trusteeship  of  the 
delegates  and  commissions  and  officers  of  our 
AMA.  And  I am  painfully  aware  that  the  AMA 
has  come  into  an  unfavorable  light  recently,  ac- 
cording to  some  sources,  because  of  its  stand  on 
labelling  of  cigarette  packages,  especially  since 


AA1A-ERF  about  the  same  time  accepted  a large 
sum  of  money  for  research  on  the  effects  of 
cigarette  smoking. 

Since  the  AMA-ERF  is  an  arm  of  AMA,  their 
activities  must  have  a connection,  and  in  this 
case  it  must  be  an  evil  one.  But  thus  far  this  is 
only  one  side  of  the  story  and  I personally  can- 
not draw  any  — I mean  any  — conclusions  until 
I hear  the  other  side.  The  California  delegation 
has  introduced  two  resolutions  which  should  pro- 
vide all  of  the  answers  which  we  all  require. 

In  the  meantime,  our  communications  seem 
to  have  broken  down,  and  badly.  Maybe  we 
ought  to  favor  Resolution  #15  of  the  Alabama 
delegation  to  consider  the  establishment  of  a 
teletype  network  between  the  AMA  central  office 
and  the  state  medical  offices  for  rapid  dissemi- 
nation of  information.  — You  ought  to  see  the 
communications  on  my  desk  right  now! 

W.  Albert  Brewer,  M.D.,  President 


■ Plastic  Eyes  and  Contact  Lenses  ■ Zenith  Hearing  Aids 
■ Distributor  for  Major  Optical  Manufacturers 
■ Complete  line  of  Refractory  Equipment  ■ Office  Planning  and  Layout 


14  E.  Monroe  St. 
ALpine  8-8928 
2021  N.  Central  Ave. 
252-3242 

4350  N.  Central  Ave. 
AMherst  6-8824 


909  E.  Brill 
252-8904 

218  E.  Stetson  Dr.  ( Scottsdale ) 
WHitney  6-1711 
Marcus  J.  Lawrence  Clinic 
Cottonwood,  Arizona 


PARK  CENTRAL 

2040  W.  Bethany  Home  Rd. 

274-3193 

550  W.  Thomas  Rd. 

CRestwood  4-5409 

461  W.  Catalina  Dr. 

CRestwood  9-3509 


HOME  OFFICE:  625  E.  Indian  School  Road  . . . 264  6666 
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Editorials 


COLLEGE  OF  MEDICINE  - A NEW  ERA 


When  the  first  students  enroll  at  the  College  of 
Medicine  of  the  University  of  Arizona,  a new  era 
in  Arizona  medicine  will  begin.  To  help  the 
physicians  of  this  state  participate  in  this  devel- 
opment, Dean  Merlin  DuVal  will  keep  us  in- 
formed on  the  plans  and  progress  of  the  school. 
Elsewhere  in  this  issue  of  Arizona  Medicine  is  a 
reprint  of  Dr.  DuVal’s  recent  address  before  the 
members  of  the  Arizona  Medical  Association.  Be- 
ginning next  October  the  "Dean's  Page”  will  ap- 
pear as  a regular  feature. 

Dr.  DuVal  has  said,  “The  quality,  the  outlook, 
the  aspirations  of  the  medical  profession  in  this 
state,  I interpret  as  solid  — solid  enough  to  be 
used  as  a foundation  on  which  to  build  a great 
medical  school."  We  can  prove  him  correct  by 
supporting  the  school  both  vocally  and  financial- 
ly. 


Our  goal  as  physicians  and  members  of  the 
community  must  be  to  help  insure  the  creation 
of  not  just  another  medical  school,  but  of  a truly 
outstanding  school  of  medicine  whose  students 
do  not  become  medical  mechanics,  but  whose 
graduates  are  physicians  with  a sense  of  spiritual 
unity  toward  the  great  men  of  medicine  who 
have  gone  before.  A school  based  on  the  ideals 
and  imbued  with  the  spirit  of  Hippocrates,  Ve- 
salius,  Pare,  Osier  and  Cushing  can  grow  up  in 
the  shadows  of  the  Saguaros,  not  far  removed 
from  the  incessant  beat  of  the  medicine  man’s 
tom-tom.  Let  us  all  pledge  our  support  in  bring- 
ing this  dream  to  reality. 

Robert  F.  Lorenzen,  M.D. 
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THE  WIDE  SPECTRUM  OF  MEDICINE 


by 


John  R.  Green,  M.D. 


A statement  directed  to  the  Arizona  State  Med- 
ical Association  on  May  2,  1964,  by  Merlin  K. 
DuVal,  Jr.,  M.D.,  Dean  of  the  College  of  Medi- 
cine of  the  University  of  Arizona,  appears  in  this 
issue.  The  purposes  of  the  new  medical  school 
include  the  training  of  doctors  as  well  as  medical 
research.  These  programs  will  be  financed  by 
state  appropriations,  production  of  income  with- 
in the  school  itself,  and  research  grants.  Doctor 
DuVal  reminds  the  members  of  our  profession  of 
the  precarious  balance  in  w h i e h these  three 
sources  of  support  must  be  held  and  suggests  that 
organized  medicine  in  Arizona  will  be  protecting 
itself  when  it  helps  the  school  maintain  a proper 
balance  among  its  sources  of  operational  support. 

In  addition,  he  points  out  that  the  need  for  keep- 
ing abreast  and  acquiring  new  knowledge,  the 
insecurity  that  so  frequently  accompanies  finan- 
cial uncertainty  and  the  problem  of  prestige  and 
community  acceptance  are  present,  both  for  the 
school  and  the  profession,  and  will  continue  to 
exist  for  either  group  alone,  even  if  the  other 
were  to  be  abolished.  Such  differences  as  do  exist 
between  academic  and  practicing  physicians  are 
superficial  — not  substantive. 

W.  R.  Manning,  M.D.,  and  W.  Albert  Brewer, 
M.D.,  writing  as  Presidents  of  the  Arizona  Med- 
ical Association,  have  commented  about  the  im- 
portance of  unity  and  of  universally  common 
basic  motivations  respectively  for  the  medical 


profession.  It  is  obvious  that  each  practitioner  of 
medicine  — the  teacher,  the  medical  scientist,  the 
full-time  or  part-time  academic  staff  member  of 
a hospital  or  medical  school,  the  physician  on  the 
staff  of  Veterans  Administration,  U.  S.  Public 
Health  Service,  private,  county  and  state  hospi- 
tals, and  the  physician  in  his  private  office  — has 
selected  his  own  way  of  life  in  the  profession  for 
a variety  of  reasons.  Our  methods  and  philoso- 
phies as  individuals,  medical  societies,  medical 
educators,  and  medical  scientists  may  differ,  but 
they  should  be  blended  productively  for  the  ulti- 
mate good  of  the  patient.  The  attitude  of  one 
group  toward  another  should  always  be  tem- 
pered by  the  knowledge  that  we  have  a common 
goal.  Our  purposes  should  always  be  construc- 
tive; our  criticisms  considerate.  Individuals  who 
have  chosen  academic  medicine  as  a career  can 
expect  many  intangible  rewards  in  teaching,  re- 
search and  service  in  spite  of  reduced  financial 
rewards.  The  practitioner  of  medicine  enjoys  the 
satisfaction  of  his  patient-doctor  relationships, 
his  services  to  the  community,  and  accompanying 
livelihood. 

The  spectrum  of  medicine  is,  indeed,  wide.  It 
can  best  serve  the  public  and  the  profession  by 
acting  as  a unit,  and  not  a jungle  and  a jumble  of 
conflicting  bands.  I am  sure  that  Dean  DuVal 
can  expect  and  will  receive  the  support  of  organ- 
ized medicine  in  Arizona  as  he  achieves  success- 
ful completion  of  this  challenging  mission. 
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MEDICAL  EDUCATION 
IN  ARIZONA 


by 

Merlin  K.  DuVal,  Jr.,  M.D. 


A statement  made  by  Dr.  Merlin  K.  DuVal,  Jr.,  Dean  of  the  College  of 
Medicine  of  the  University  of  Arizona  to  the  Arizona  State  Medical  Associa- 
tion May  2,  1964. 


The  Regents  of  the  Universities  and  State  Col- 
lege of  Arizona  have  authorized  the  establish- 
ment of  a College  of  Medicine.  As  a result  of  this 
action  Arizona  becomes  the  42nd  state  to  have  a 
college  of  medicine  within  its  borders;  the  Uni- 
versity becomes  a complete  university,  and  the 
medical  profession  of  the  state  acknowledges  its 
heritage  and  fulfills  its  obligation  to  perpetuate 
itself. 

There  are  many  questions  which  deserve  seri- 
ous consideration  before  we  can  begin  a new 
program  of  medical  education,  and  we  will  want 
to  explore  all  of  these  questions  with  the  mem- 
bers of  the  medical  profession  soon.  Today,  how- 
ever, I have  selected  for  discussion  three  prob- 
lems which  are  of  tremendous  importance  to  all 
of  us. 

The  first  concerns  itself  with  the  mid-twentieth 
century  phenomenon  of  the  “disappearing  gen- 
eral practioner.”  I am  told  that  although  mem- 
bership in  the  American  Academy  of  General 
Practice  is  still  on  the  increase,  membership  in 
our  specialty  organizations  is  increasing  sub- 
stantially faster.  This  change  in  emphasis,  from 
the  general  practice  of  medicine  towards  in- 
creased specialization,  is  frequently  mentioned 
as  a prominent  cause  for  the  presumed  change 
in  the  “image”  of  the  medical  profession  in  the 
eyes  of  the  public  we  serve.  This  is  not  an  un- 


reasonable assumption  since  the  general  public 
must  have  quite  a problem  indeed  in  equating 
today’s  brand  of  medical  practice  with  that  of 
bygone  years.  Whether  or  not  such  a comparison 
should  be  made  at  all  is  another  question  since 
we  would  surely  agree  that  almost  nothing  else 
in  this  day  and  age  will  bear  such  a comparison 
either. 

What  are  the  reasons  why  this  change  has 
taken  place?  I think  that  some  of  them  can  be 
traced  to  the  influences  of  our  modern  medical 
schools,  while  others  stem  from  within  the  pro- 
fession itself. 

It  is  my  distinct  impression  that  within  our 
medical  schools  the  pursuit  of  new  knowledge 
in  the  life  sciences  has  achieved  a stature  and 
significance  that  knows  no  parallel  in  our  recent 
history.  Faculty  appointment  and  promotion  de- 
pend upon  it;  membership  in  many  national 
scientific  societies  can  literally  not  be  achieved 
without  it;  prestige  is  related  to  it.  One  might 
honestly  suggest,  without  being  facetious,  that 
the  pursuit  of  new  knowledge  has  taken  on  more 
characteristics  of  a foot  race  rather  than  a foot 
path  of  scholarship.  It  is  inevitable  that  those 
who  are  engaged  in  such  activities  will  be  more 
conscious  of  the  rate  at  which  new  knowledge 
is  being  created  and  will  therefore  begin  to  chan- 
nel their  own  efforts  and  interests  into  narrower 
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fields.  In  this  way  they  can  literally  be  experts 
in  at  least  one  area  of  medical  endeavor,  and 
they  can  substitute  consultation  for  comprehen- 
siveness. When  this  phenomenon  takes  place 
within  the  medical  school  itself,  it  is  expressed 
administratively  through  the  proliferation  of  in- 
dividual departments.  Where  only  recently  there 
was  a limited  departmental  breakdown  between 
medicine,  surgery,  pediatrics,  obstetrics,  and 
psychiatry,  a series  of  subdivided  departments 
now  appear.  In  surgery,  for  example,  we  may  be 
able  to  distinguish  eye,  ear,  nose  and  throat,  or- 
thopedics, urology,  neurosurgery,  thoracic  surg- 
ery, pediatric  surgery,  plastic  surgery,  head-neck 
surgery,  proctology,  etc.  As  each  develops  be- 
yond the  embryo  stage,  and  as  its  own  muscle- 
mass  increases,  it  becomes  strong  enough  to  fight 
its  way  to  membership  on  the  curriculum  com- 
mittee where  it  pleads  with  increasing  effect  for 
more  and  more  of  the  students’  time.  The  impact 
of  this  intramural  development  is  nowhere  more 
apparent  than  in  the  student  himself  who,  by 
the  time  he  leaves  medical  school,  may  be  con- 
fused, insecure,  and  perhaps  even  frightened  as 
he  faces  his  very  last  assignment,  which  is  to  pull 
all  of  the  pieces  back  together  and  go  on  out  into 
the  general  practice  of  medicine. 

But  this  is  only  half  of  the  story.  Evidence  is 
rapidly  accumulating  that  the  profession  itself 
is  redefining  its  own  relationship  to  the  public  it 
serves.  Men  who  have  been  engaged  in  the  gen- 
eral practice  of  medicine  for  years  have,  in  many 
instances,  started  to  limit  their  interests  and  of- 
ferings. ( One  index  of  this  change  is  reflected  in 
a study  done  recently  in  one  of  our  large  rural 
states.  There  are  approximately  2,000  physicians 
enrolled  as  members  of  the  state  medical  associa- 
tion in  that  state.  The  Directory  of  Specialists 
indicates  that  there  are  less  than  500  certified 
specialists  among  those  2,000  practioners.  Yet,  a 
survey  of  the  individual  members  of  the  associa- 
tion revealed  that  approximately  900  of  them 
indicated  that  they  limited  their  practices.) 

Similarly,  there  is  evidence  that  some  of  the 
younger  men  currently  entering  this  field  are 
apparently  trying  to  reshape  the  general  prac- 
tice of  medicine  to  their  own  tastes.  For  example, 
some  of  these  men  make  themselves  available 
only  during  specified  office  hours;  they  may  not 
share  coverage  of  their  hospital  emergency  room 
at  night,  and  may  even  attempt  to  hide  behind 
an  unlisted  telephone  number.  If  I might  para- 


phrase the  late  President  of  the  United  States, 
their  attitude  can  be  expressed  by  the  question 
“What  can  my  profession  do  for  me,  rather  than 
what  do  I owe  to  my  profession.” 

To  start  a new  medical  school  in  our  country 
at  this  time  will  require  a deep  and  thoughtful 
reappraisal  of  this  entire  problem.  As  a result  of 
the  visits  I have  been  making  into  the  far  reaches 
of  our  state,  I am  persuaded  that  there  is  ample 
room  in  our  profession  for  more  family  doctors. 
If  this  is  the  case,  then  those  of  our  programs  of 
balance  among  its  sources  of  operational  support, 
medical  education  which  are  currently  in  the 
early  phases  of  development  must  include  a 
sincere  effort  to  help  clarify  and  define  this  area 
of  the  public  need.  Then,  having  done  so,  we 
must  take  whatever  steps  may  be  required  to 
satisfy  that  need,  lest  the  vacuum  be  filled  by 
others. 

Second,  I want  to  discuss  medical  research.  At 
first  glance  it  may  be  difficult  to  understand  why 
I have  included  this  subject  among  the  more  im- 
portant problems.  Let  me  try  to  justify  its  inclu- 
sion with  the  following  comments.  Without  ques- 
tion, one  of  the  most  striking  phenomena  of  our 
times  is  the  impact  on  society  of  the  fantastic 
rate  at  which  new  knowledge  is  being  produced. 
It  has  been  said  that  if  one  takes  all  of  the 
world’s  knowledge  between  the  time  of  Jesus 
Christ  and  1750  A.D.  as  a unit,  this  unit  doubled 
between  1750  and  1900;  doubled  again  between 
1900  and  1950;  and  has  doubled  once  more  in 
the  last  decade. 

Medicine  has  not  been  left  out  of  this  growth, 
as  most  of  you  can  testify  to  only  too  well.  On 
the  contrary,  medicine  is  one  of  the  areas  in 
which  new  knowledge  has  been  the  most  prolific. 
Consider  for  example,  the  increased  size  and 
scope  of  philanthropic  foundations  and  their 
enormous  grants,  the  birth  of  new  societies  and 
foundations  whose  efforts  are  geared  exclusively 
to  medicine  itself  or  even  to  specific  diseases 
such  as  poliomyelitis,  cystic  fibrosis,  multiple 
sclerosis,  cancer,  heart  disease,  and  arthritis. 
More  recently,  the  federal  government  has  in- 
vested in  medical  research  on  a scale  never 
known  before,  and  on  a parallel  only  with  that 
of  exploring  the  corridors  of  the  universe  itself. 

Lest  you  jump  to  the  conclusion  that  I am  de- 
crying this  course  of  events,  let  me  make  it  clear 
that  I consider  it  a superb  example  of  American 
energy,  curiosity,  and  know-how,  designed  to 
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substitute  intelligence  for  ignorance.  And  while 
we  worry  increasingly  about  its  cost  in  dollars, 
we  are  too  inclined  to  forget  that  it  has  no  equal 
as  an  investment.  Medical  research  has  added  six 
years  to  our  life  expectancy  since  World  War  II. 
One  hundred  and  fifty  million  people  producing 
only  $2,000  income  per  year  add  $300  billion 
annually  to  our  gross  national  product  — or 
approximately  300%  of  what  we  currently  invest 
in  research  in  medicine. 

However,  research  on  this  large  scale  does 
create  several  problems.  Although  no  one  would 
deny  that  one  of  the  primary  obligations  of  a 
university  is  to  create  new  knowledge,  we  do 
need  to  give  serious  thought  to  the  question:  at 
what  point  does  the  impetus  to  create  new  know- 
ledge successfully  displace  the  primary  function 
of  the  university  which  is  still,  after  all,  educa- 
tion. In  medical  schools,  many  of  us  believe  that 
this  point  may  be  very  close  at  hand  if,  indeed, 
it  has  not  already  been  passed. 

Why  then  is  this  important  for  us  to  consider 
in  Arizona  at  this  time?  It  is  well  to  recall  that 
a medical  school  is  an  expensive  operation  to 
undertake  and  to  support,  although  there  is  no 
serious  doubt  that  Arizona  has  the  resources  to 
undertake  such  a program.  However,  the  income 
necessary  to  keep  a medical  school  in  operation 
will  ultimately  arise  from  several  sources.  Chief 
among  them  will  be  three:  state  appropriations, 
production  of  income  within  the  school  itself, 
and  research  grants.  May  I remind  the  members 
of  our  profession  of  the  precarious  balance  in 
which  these  three  sources  of  support  must  be 
held?  If  state  appropriations  are  inadequate,  the 
school  and  its  faculty  must  seek  to  produce  ad- 
ditional income,  sometimes  in  open  competition 
with  the  members  of  the  profession  itself,  if  the 
difference  between  appropriations  and  operating 
costs  is  to  be  met.  If,  in  the  interests  of  maintain- 
ing good  relationships  with  the  members  of  the 
practicing  profession,  the  school  places  a ceiling 
on  income  produced  locally,  then  the  gap  must 
be  closed  by  additional  research  grants.  In  either 
instance  the  primary  mission  of  the  school  will 
be  rapidly  twisted  to  that  of  a center  for  private 
practice,  or  a research  institute,  with  education 
becoming  a side  product  in  either  case.  I cannot 
bring  too  forcibly  to  your  attention  the  meaning 
of  these  facts  of  life  and  I can  only  suggest  that 
organized  medicine  in  Arizona  will  be  protecting 
itself  when  it  helps  the  school  maintain  a proper 


Third,  l would  like  to  discuss  the  relationship 
of  the  school  of  medicine  to  the  profession  itself. 
Our  profession  has  a long  and  distinguished  his- 
tory relative  to  its  own  perpetuation.  The  road 
has  not  always  been  as  smooth  as  it  might  have, 
but  it  could  not  be  reasonably  argued  that  it 
has  not  been  an  effective  route.  Today,  physi- 
cians still  participate  in  the  selection  of  medical 
students,  their  education  and  training,  and  their 
ultimate  enfolding  into  the  profession  itself. 

I have  already  mentioned  a few  of  the  factors 
which  have  seemingly  strained  the  relationship 
between  the  profession  and  its  schools.  The  para- 
dox of  this  situation  is  that  the  few  areas  in 
which  there  is  genuine  conflict  are  essentially 
identical  in  both  the  profession  and  in  the 
schools.  Parenthetically,  these  same  problems 
would  continue  to  exist  for  either  group  alone  if, 
hypothetically,  the  other  were  to  be  abolished. 
I refer,  of  course,  to  problems  related  to  the 
acquisition  of  new  knowledge,  the  insecurity 
that  so  frequently  accompanies  financial  uncer- 
tainty, and  the  problem  of  prestige  and  com- 
munity acceptance.  One  can  only  wonder  why 
we  have  not  joined  forces  and  tackled  these 
problems  together  in  the  past. 

There  is  every  good  reason  why  such  an  ap- 
proach should  be  worth  our  serious  considera- 
tion. A separation  between  the  profession  and 
the  school  must  be  avoided  if  the  heritage  to 
which  our  profession  is  heir  is  to  be  honored 
and  preserved.  Any  suggestion  that  we  should  go 
our  separate  ways  is  neither  realistic  nor  ac- 
ceptable. Without  a strong  profession  there 
would  be  no  need  for  medical  schools  to  create 
new  knowledge  and  transmit  it  to  the  next  gen- 
eration; without  good  medical  schools,  the  pro- 
fession would  slip  rapidly  to  the  pre-Flexner  era 
when  self  designated  healers  dispensed  their  cur- 
ative tonics  from  the  rear-end  of  covered  wagons. 

Although  it  is  easy  to  document  areas  of  con- 
flict between  academic  and  practicing  physicians 
there  is  very  little  justification  for  the  extraordi- 
nary emphasis  that  is  placed  on  the  so-called 
“town-gown  syndrome”.  It  is  my  own  conviction 
that  this  syndrome  is  rather  like  the  shadow  of  a 
tree  which,  in  the  angled  light  of  twilight  is 
disproportionately  long,  while  in  the  overhead 
light  of  noon  is  virtually  nonexistent. 

Such  differences  as  do  exist  between  the  aca- 
demic and  the  practicing  physician  are  super- 
ficial — not  substantive.  Fears  that  the  arrival  of 
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a medical  school  will  threaten  the  income  of  the 
practicing  physician  have  been  proven,  over  and 
over  again,  to  be  just  that  — fears.  Furthermore, 
I have  been  unable  to  find  any  documentable 
evidence,  anywhere  in  the  United  States,  that 
opening  the  doors  of  a university  hospital  affect- 
ed, in  any  way,  the  rate  or  character  of  hospital 
admissions  or  loads  in  any  other  hospital  in  that 
community.  By  the  same  token,  the  full-time 
teacher  who  criticizes  the  "LMD”,  or  withdraws 
from  active  participation  with  his  county  medi- 
cal society,  or  retreats  into  the  sterile  bowls  of 
his  great  white  tower  is  quickly  identified  by 
both  the  student  and  the  profession.  Intellectual 
snobbery  and  ignorance  of  the  quality  of  medical 
practice  outside  the  university  do  not  long  with- 
stand the  light  of  day. 

Prior  to  accepting  the  invitation  to  join  with 
you  in  building  Arizona’s  first  college  of  medi- 
cine, I summarized  the  assets  here  somewhat  as 
follows:  first,  a strong  desire  for  quality  and 
excellence  in  our  educational  program;  second, 
an  enlightened  citizenry;  third,  the  vigor  and 
growth  of  the  state;  and  fourth,  a health-giving 
climate.  But  it  was  the  fifth  that  was  persuasive. 
The  quality,  the  outlook,  the  aspirations  of  the 
medical  profession  in  this  state,  I interpreted  as 
solid  — solid  enough  to  be  used  as  a foundation 
on  which  to  build  a great  medical  school. 

On  the  first  day  of  this  73rd  annual  meeting  of 
the  Arizona  State  Medical  Association  it  was  my 
very  real  privilege  to  have  been  invited  to  make 
an  introductory  statement  to  your  House  of 
Delegates.  On  that  occasion,  I commented  that 
until  very  recently  I was  a surgeon.  I said  that  I 
had  never  opened  an  abdomen  without  the  deep- 
est respect  for  the  cooperative  efforts  that  were 
ultimately  responsible  for  a successful  outcome 
— the  acumen  of  the  referring  physician;  the  ac- 
curacy of  the  radiologist  and  pathologist;  and  the 
competence  of  the  technical  and  nursing  assist- 
ance. It  is  in  this  same  spirit  that  I now  approach 
this  new  assignment.  The  people  of  Arizona, 
energized  and  guided  by  the  medical  profession, 
and  with  the  support  of  legislative  and  state  of- 
ficials, have  decided  to  build  a medical  school. 
I am  deeply  pleased  to  have  been  invited  to 
join  you  in  this  venture. 

Now  that  I have  met  so  many  of  you  and 
heard  your  enthusiasm  and  support,  I am  com- 
pletely confident  that  our  mission  will  be  suc- 
cessful. 
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In  your  busy  night-and-day 
preoccupation  with  other 
people’s  lives,  it  is  very  diffi- 
cult for  you  to  find  time  to 
think  about  your  own  future. 

Yet  face  it  you  must  for  the 
sake  of  your  family. 

We  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical  pro- 
fession, and  arrange  for  a visit 
— with  your  lawyer  — to  our 
Trust  Department. 

Discuss  your  estate  plans  in 
detail.  Let  an  experienced 
Trust  Officer  show  you  how  the 
group-judgment  of  specialists 
in  the  Trust  field  will  insure 
your  estate  being  handled 
soundly,  economically  — and 
to  the  letter  of  your  Will. 
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TRUST  DEPARTMENT 


RESOURCES  $900  MILLION 

MEMBER  FEDERAL  DEPOSIT  INSURANCE  CORPORATION 
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■ PETN  (pentaerythritol  tetranitrate)  to  in- 
crease oxygen  supply 

■ plus  meprobamate  to  decrease  anxiety  and 
tension 


Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  not  cause  depression. 

Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
headache,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions:  Me- 
probamate may  increase  effects  of  excessive 
alcohol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘Miltrate’  should  be  given  with  caution  in 
glaucoma.  Complete  product  infor?natio7i 
available  in  the  product  package,  and  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 

CM  L*  1055 


MILTRATE9 

meprobamate  200  mg. + pentaerythritol  tetranitrate  10  mg. 


\^/®WALLACE  LABORATORIES  /Cranbury,  N.  J. 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


1^  is  to  MEDICINE 
AS 

POST-EZE  IS  TO  BOOKKEEPING 

ELIMINATE  TRANSCRIPTION  ERROR 
KEEP  ALL  RECORDS  UP-TO-DATE 
AND  IN  BALANCE 

ONE  WRITING  POST  ALL  RECORDS 
POST-EZE  CAN  SAVE  YOU  UP  TO  66% 

Cal!  or  Write  Today 

LOFTIN'S  BUSINESS  FORMS 

3111  N.  29th  Avenue,  Phoenix 
PHOENIX  TUCSON 

254-6611  MA  2-2446 


NCR  b ONE  TIME  CARBON  SETS 
MACHINE  BOOKKEEPING  FORMS 


July,  1964 


505 


In  Memoriam 


John  Harris  Patterson,  M.D. 

1916  - 1964 


It  has  been  my  privilege  to  have  known  Dr. 
John  Harris  Patterson  for  the  past  25  years,  both 
as  a personal  friend  and  as  a professional  col- 
league. He  was  born  in  Nacona,  Texas,  and 
moved  to  Tempe  in  1916.  After  attending  the 
University  of  Cincinnati  and  the  University  of 
St.  Louis  Medical  School,  he  returned  to  Phoenix 
to  establish  his  practice  in  1929. 

During  his  35  years  of  practice  in  the  Valley, 
he  served  as  Secretary  of  the  State  Medical  Board 
for  20  years.  Serving  in  this  capacity,  he  was  able 
to  assist  and  advise  many  of  us  who  came  to  the 
state  later.  Dr.  Patterson  was  an  active  surgeon 
in  Phoenix  for  many  years,  and  one  of  his  major 
contributions  to  the  profession  was  his  extreme 
interest  and  early  work  in  the  field  of  local  anes- 
thesia in  major  surgery. 

Pat  was  extremely  interested  in  sports  and  was 
an  avid  fan  of  the  Arizona  State  University  teams. 
He  was  particularly  interested  in  horse  racing 
and  originally  organized  the  Ingleside  Turf  Club 


which  is  now  known  as  Arizona  Downs.  He  also 
enjoyed  hunting,  fishing,  and  golf.  A mutual 
friend  told  me  the  story  of  a hunting  trip  on 
which  Pat  took  a brand  new  car.  They  were  driv- 
ing along  a ridge  looking  for  an  unwary  buck 
when  Pat  started  to  drive  between  two  trees. 

You  can’t  make  that!  our  friend  exclaimed. 

Pat  replied,  “Oh  sure  I can!”  (Probably  stated 
in  much  more  emphatic  terms.)  Well  he  did 
make  it  exactly  through  the  middle  of  the  two 
trees,  but  on  the  other  side  he  was  minus  four 
door  handles  from  his  new  car.  His  only  comment 
afterward  was,  “I  told  you  I could  get  through 
those  trees.” 

In  conclusion,  the  death  of  Dr.  John  Harris 
Patterson  has  deprived  our  community  and  our 
profession  of  a valued  physician  and  many  of  us 
of  a close  personal  friend. 

Mark  W.  Westervelt,  M.D. 
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Harold  H.  McLemore  passed  away  April  12, 
1964  in  Mesa,  Arizona  a few  weeks  following  a 
myocardial  infarct  — a condition  which  he  had 
treated  so  often  and  well  during  his  professional 
life. 

Dr.  McLemore  was  born  in  1907  in  Pounding 
Mill,  Virginia  and  received  his  Bachelor  s and 
Medical  degree  at  the  University  of  Virginia.  He 
interned  and  took  his  residency  at  the  Virginia 
Mason  Clinic  in  Seatle,  Washington.  Further 
post-graduate  study  included  work  at  the  Brook- 
lyn State  Hospital,  Brooklyn,  N.Y.,  Columbia 
University,  Michael  Reese  Hospital  and  Univer- 
sity of  Chicago. 

During  World  War  II  he  held  such  responsible 
positions  as  Chief  of  Laboratory  Services,  Chief 
of  Roentgenology,  Chief  of  Medicine  and  Medi- 
cal Consultations  and  finally  the  position  of  Post 
Surgeon  at  Walker  Army  Air  Force  Base  in  Kan- 
sas. He  was  separated  as  a Major. 

He  was  a specialist  certified  by  the  American 
Board  of  Internal  Medicine.  Also  he  was  a Fel- 
low of  the  American  College  of  Physicians  and  a 
Fellow  of  the  College  of  Cardiology. 


Harold  H.  McLemore,  M.D. 

1907  - 1964 


After  twenty  years  of  practicing  Internal  Med- 
icine in  Spokane,  Washington,  Dr.  McLemore 
opened  an  office  in  Mesa  in  1955  for  the  practice 
of  Internal  Medicine  later  limited  to  Cardiology. 
The  high  regard  with  which  he  was  held  by  his 
fellow  physicians  is  attested  to  by  the  numerous 
times  he  was  elected  Chief  of  Medicine  of  South- 
side  District  Hospital. 

Most  physicians  knew  him  as  a kindly  man 
who  so  well  combined  the  grace  of  a Virginia 
gentleman  with  knowledge  of  a clinical  scientist. 
Few  of  his  colleagues  knew  him  as  a gifted  ama- 
teur magician  and  skillful  photographer. 

During  recent  years  Dr.  McLemore’s  interests 
further  broadened  to  include  elaborate  crafts- 
manship in  a home  work  shop  and  a private  col- 
lection of  some  sixty  - six  tropical  birds  which 
became  the  envy  of  Zoological  Gardens  in  the 
Southwest. 

To  Virginia  McLemore  and  her  sons  Eugene 
and  Paul  we  convey  our  deepest  sympathy,  yet 
we  are  grateful  that  at  least  for  a brief  period  we 
shared  the  company  of  a complete  physician  and 
a great  man. 

George  L.  Hoffman,  M.D. 
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FRIENDS... 


We  will  be  pleased  to  send 
professional  samples  on  request. 

THE  BAYER  COMPANY 


New 

Orange  Flavored 
Bayer  Aspirin  for  Children 
is  sweet 

all  the  way  through, 
so  children 
take  it  readily. 

The  GRIP-TIGHT  CAP 
on  the  bottle 
helps  keep  them 
from  taking  it 
on  their  own. 

Bottles  of  50  tablets 
( IVa  grains  each) 

NOW! 

NEW  ORANGE  FLAVOR! 


Division  of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.Y. 
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RESOLUTION  ON  "AREA-WIDE 
PLANNING  FOR  HOSPITALS" 

1.  WHEREAS,  the  United  States  Public  Health 
Service,  in  collaboration  with  the  American  Hos- 
pital Association,  has  conducted  a survey  and 
issued  a joint  report  on  “Area-Wide  Planning  for 
Hospitals”,  and 

2.  WHEREAS,  this  report,  as  well  as  burgeon- 
ing literature  on  the  subject,  presents  the  thesis 
that  only  the  big  voluntary  non-profit  or  govern- 
ment hospital  can  render  complete  or  the  best 
medical  service,  and 

3.  WHEREAS,  these  reports,  referred  to,  fur- 
ther advanced  the  seductive  argument  that  the 
building  of  private-for-profit  hospitals  may  de- 
prive a community  of  an  “opportunity”  to  obtain 
government  funds  for  a non  - profit  institution, 
and 

4.  WHEREAS,  these  reports  encourage  com- 
pulsory area— wide  planning  for  hospitals  and 
other  health  facilities  to  be  implemented  by 
legalized  state  agencies,  and 

5.  WHEREAS,  the  President  of  Blue  Cross, 
Mr.  Walter  J.  McNerney,  has  been  quoted  as 
stating  “any  group  which  builds  without  refer- 
ence to  community  planning  jeopardizes  the  sol- 
vency of  Blue  Cross”,  and 

6.  WHEREAS,  in  one  area  their  Blue  Cross 
tried  to  deny  claims  from  a hospital  which  had 
expanded  its  plant  without  consulting  its  area 
planning  board,  and 

7.  WHEREAS,  federal  money  is  now  being 
used  for  state-wide  surveys  for  area-wide  plan- 
ning for  health  facilities  in  Minnesota,  Kansas 
and  Hawaii,  and 

8.  WHEREAS,  efforts  are  being  made  in  vari- 
ous states  to  establish  compulsory  area  - wide 
health  facilities  planning  on  a statutory  basis, 
and 

9.  WHEREAS,  S.  855  by  Senator  Hubert 
Humphrey,  which  passed  the  Senate  last  month 
without  debate,  affords  federal  recognition  and 


Reprints 

commendation  for  all  such  plain.  ' boards  and 
commissions  and  lays  the  ground  work  for  ulti- 
mate complete  control  by  such  boards;  therefore, 
be  it 

RESOLVED,  that  the  Tarrant  County  Medical 
Society,  in  regular  session  assembled,  this  3rd 
day  of  March,  1964,  opposes  compulsory  area- 
wide planning  for  health  facilities  and  calls  on 
the  House  of  Delegates  of  the  Texas  Medical  As- 
sociation to  join  in  this  opposition  and  to  express 
this  position  to  the  American  Medical  Associa- 
tion; and  be  it  further 

RESOLVED,  that  the  Medical  Jurisprudence 
Committee  of  this  Society  be  instructed  to  alert 
the  governing  boards  of  the  several  hospitals  of 
this  county  to  the  dangers  inherent  in  such  com- 
pulsory planning. 

Ed.  note:  The  subject  of  area-wide  planning 
for  hospitals  has  received  much  favorable  com- 
ment in  recent  discussions  among  the  physicians 
of  Arizona.  Apparently  there  is  opposition  in 
some  quarters.  The  above  resolution  is  printed 
without  editorial  comment. 


DID  YOU  KNOW? 

Of  the  189  million  people  living  in  the  United 
States  today: 

87 % do  not  remember  when  there  was  no 
federal  income  tax. 

71%  were  born  since  World  War  I. 

64%  do  not  remember  the  prohibition  era. 

64%  do  not  recall  the  start  of  the  Roose- 
velt New  Deal. 

56%  were  not  born  at  the  time  of  the  1929 
stock  market  crash. 

48%  are  too  young  to  remember  World 
War  II. 

22%  were  born  after  the  Korean  War  ended. 

4%  weren’t  even  born  when  the  U.  S.  fired 
its  first  manned  space  shot. 

Do  these  figures  surprise  you?  You  can  gain 
effect,  when  speaking,  by  knowing  your  audi- 
ence and  the  time  era  they  came  from.  Ac- 
commodate your  next  audience  by  taking 
these  facts  into  account. 
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DOCTOR,  will  you  specify  DESERET'S  brand  of 

MEPROBAMATE 

Desa-Bamate 


Proprietary  protection  of  your  prescription 
with  generic  economy  to  your  patient. 


DESERET  PHARMACEUTICAL  CO.  - Salt  Lake  City,  Utah 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  RADIOLOGY 

MARCY  L.  SUSS/MAN,  M.D. 

GEORGE  SCHARF,  M.D. 

SEYMOUR  B.  SILVERMAN,  M.D. 

BLAND  GIDDINGS,  M.D. 

GERALDINE  PACE,  M.D. 

Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1 130  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 
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The 

clear 

conclusion 
from 
10  years’ 
experience... 


belongs  in  every  practice 

Miltown 

(meprobamate) 

#. 

cm-  2026  WALLACE  LABORATORIES/Cranbury,  N.  J. 
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Medical  Center  'X-Ray  and  Clinical  laboratory 


1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 


DIAGNOSTIC  X-RAY 
CLINICAL  PATHOLOGY 
ELECTROCARDIOGRAPHY 


X-RAY  THERAPY 
TISSUE  PATHOLOGY 
BASAL  METABOLISM 


R.  Lee  Foster , M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 


ROBERT  L.  BEAL,  M.D 


OTTO  L.  BENDHEIM,  M.D 


PAUL  M.  BINDELGLAS,  M.D 


HAL  J.  BREEN,  M.D 


LEE  S.  COHN,  M.D 


T.  RICHARD  GREGORY,  M.D 


WILLIAM  B.  HAEUSSLER,  M.D 


THOMAS  F.  KRUCHEK,  M.D 


HAROLD  E.  McNEELY,  Ph  D 


ROBERT  C.  SHAPIRO,  M.D 


WILLIS  L.  STRACHAN,  M.D. 


eraTipsycfna 


ROY  WORTHEN,  M.D 


psycho 
clinical  psychology 
psychiatric  social  work 

and  family  counselling 


5051  NORTH  34th  STREET 
PHOENIX  18,  ARIZONA 
AM  4-4111 
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in  virtually  all  diarrheas... prompt  symptomatic  control 


LOMOTIL 


TABLETS/ LIQUID— Each  tablet  and  each  5 cc.  of  liquid  contains: 
diphenoxylate  hydrochloride  ...  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Lomotil  controls  the  basic  physiologic  dysfunction  in  diarrhea— exces- 
sive propulsive  motility.  Pharmacologic  evidence  indicates  that  it  does 
so  by  directly  inhibiting  propulsive  movements  of  the  intestines.  This 
direct,  well-localized  activity  controls  diarrheas  of  widely  varied  origin 
and  does  so  promptly,  conveniently  and  economically. 

The  relatively  few  conditions  in  which  Lomotil  has  given  less  than 
satisfactory  control  have  been,  for  the  most  part,  those  such  as  severe 
ulcerative  colitis  in  which  too  little  anatomic  or  functional  capacity 
of  the  intestines  remains  for  the  motility-lowering  action  of  Lomotil 
to  have  effect. 

It  should  be  noted,  however,  that  Lomotil  has  proved  highly  useful 
in  mild  to  moderate  ulcerative  colitis  and  in  several  other  refractory 
forms  of  diarrhea. 


The  recommended  initial  adult  dosage  is  two  tablets  (2.5  mg.  each) 
three  or  four  times  daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  controlled.  Maintenance  dosage  may 
be  as  low  as  two  tablets  daily.  Children’s  daily  dosage  (in  divided  doses) 
varies  from  3 mg.  for  a child  of  3 to  6 months  to  10  mg.  for  one  8 to 
12  years  of  age.  Lomotil  is  an  exempt  narcotic;  its  abuse  liability  is 
low  and  comparable  to  that  of  codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutaneous 
manifestations,  restlessness  and  insomnia.  Lomotil  should  be  used  with 
caution  in  patients  with  impaired  liver  function  and  in  patients  taking 
addicting  drugs  or  barbiturates.  Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the  subtherapeutic  amount  of 
atropine  is  added  to  discourage  deliberate  overdosage. 

Research  in  the  Service  of  Medicine 


SEARLE 
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an  easier  way? 


‘METHEDRINE’l 

METHAMPHETAMINE  HYDROCHLORIDE 

is  an  easier  way  to  help  control  food  craving  & keep  the  reducer  happy 

Description:  Each  scored  tablet  contains  5 mg. 
‘Methedrine’  brand  Methamphetamlne  Hydrochloride. 

Dosage:  2.5  mg.  (V2  tablet)  3 times  daily.  May  be  in- 
creased gradually  according  to  response;  more  than 
10  mg.  daily  rarely  is  needed.  The  last  dose  of  the  day 
should  not  be  taken  later  than  6 hours  before  bedtime. 

Side  effects:  Insomnia  may  occur  if  taken  later  than  6 
hours  before  retiring.  The  usual  peripheral  actions  of 
sympathomimetic  amines  (vasoconstriction  and  accel- 
eration of  the  heart)  are  minimal  and  little  noticed  on 
low  or  moderate  dosage. 

Contraindications  and  precautions:  Should  not  be  used 
in  patients  with  myocardial  degeneration,  coronary  dis- 
ease, marked  hypertension,  hyperthyroidism,  insomnia 
or  a sensitivity  to  ephedrine-like  drugs.  Moderate  hyper- 
tension in  the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is  reduced. 

Supplied:  Tablets  5 mg.,  scored,  in  bottles  of  100  and 
1000. 


With  "hunger  pains”  abolished,  the  patient  can 
shrug  off  the  chains  of  psychogenic  craving 
that  bind  him  to  his  habit  of  overeating  and 
cooperate  cheerfully  with  the  prescribed  diet. 

In  obesity,  "...our  drug  of  choice  has  been 
methedrine  (methamphetamine  hydrochlo- 
ride)... because  it  produces  the  same  central 
effect  with  about  one-half  the  dose  required 
with  plain  amphetamine,  because  the  effect 
is  more  prolonged,  and  because  undesirable 
peripheral  effects  are  significantly  minimized 
or  entirely  absent."  Douglas,  H.  S.:  West.  J. 
Surg.  59:238  (May)  1951. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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ARIZONA  HIGH  SCHOOL  STUDENT  WINS  AMA  AWARD  AT  SCIE  'CE  FAIR 


An  18-year-old  Arizona  boy,  Stephen  Hayward 
Sinclair,  a senior  at  North  Phoenix  High  School, 
won  one  of  the  two  “honorable  mention”  cita- 
tions presented  by  the  American  Medical  Asso- 
ciation during  the  15th  National  Science  Fair 
International  May  6-9  in  Baltimore,  Md.  He  is 
pictured  with  Dr.  Edward  R.  Annis,  Miami,  Fla., 
AMA  President,  and  his  co-winner,  Miss  Sandra 
Edfort  of  Kingston,  Pa.,  at  the  Health  Award 
Banquet,  co-hosted  by  the  AMA,  the  American 
Dental  Association,  the  American  Pharmaceutical 
Association  and  the  American  Veterinary  Medical 
Association. 

His  exhibit  impressed  the  judges  very  much, 
all  of  whom  are  members  of  the  Council  on  Post- 
graduate Programs.  He  was  chosen  from  a field 
of  over  400  student-finalists  from  the  U.S.,  Can- 
ada, South  America,  Europe  and  Asia.  Doctor 
Annis  presented  the  citations  at  the  Health 


Awards  Banquet  during  the  Fair. 

Mr.  Sinclair’s  exhibit,  chosen  by  a panel  of 
AMA  judges,  was  on  “Hibernation  vs.  Hypother- 
mia” in  which  he  established  that  hibernation  is 
a determining  factor  in  the  life  span  of  the 
golden  hamster. 

Stephen  is  an  all-around  boy  as  his  biograph- 
ical sketch  issued  at  the  Fair  stated:  “Activities: 
Science  groups,  sports,  music,  scholastic  and  civic 
groups,  debate,  speech,  student  council,  hospital 
volunteer.  Medical  Explorer  Scout,  rocketry  club, 
church  groups.  Honors:  National  Honor  Society, 
Science  Talent  Search  Winner,  AAU  swimming 
and  diving  teams,  speech,  sports,  Top  Ten  in  na- 
tion for  15  - 17  age  group  swimmers,  debate, 
Bausch  & Lomb,  Valedictorian,  Mu  Alpha  Theta; 
Swimming  awards  include  14  trophies,  96  medals, 
298  ribbons  . . . Career:  M.  D. 


DISTINGUISHED  SERVICE  AWARD  PRESENTED 


John  C.  Foster,  executive  director,  Arizona 
Blue  Cross/Blue  Shield,  was  the  recipient  of  the 
Distinguished  Service  Award  for  1963  annually 
presented  by  the  South  Dakota  Medical  Associa- 
tion. The  award  was  made  June  2nd  in  Sioux 
Falls  at  the  annual  president’s  dinner. 

Foster,  a long-time  resident  of  South  Dakota, 
was  one  of  the  founders  and  first  executive  direc- 
tor of  the  South  Dakota  Blue  Shield  Plan.  He 
also  served  for  17  years  as  the  executive  secretary 
of  the  S.  Dak.  State  Medical  Assn.,  and  as  exec- 


utive secretary  of  the  S.  Dak.  State  Board  of 
Medical  Examiners. 

Along  with  this,  he  was  the  founding  executive 
secretary  of  the  S.  Dak.  Heart  Assn.,  and  at  a 
later  date,  the  founding  executive  secretary  of 
the  S.  Dak.  Mental  Health  Assn.,  and  the  S.  Dak. 
Public  Health  Assn.  He  is  presently  the  national 
chairman  of  the  Blue  Shield  Kerr-Mills  task  force. 

Foster  is  the  only  layman  to  ever  receive  this 
award  from  the  medical  profession  in  South 
Dakota. 
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Topics  of  Current  Medical  Interest 


CONVULSIVE  DISORDER  UNIT 
OPENS  AT  BARROWS 

The  Barrow  Neu- 
rological Institute  of 
St.  Joseph’s  Hospital, 
Phoenix,  has  an- 
nounced the  appoint- 
ment of  Philip  T. 
White,  M.  D.,  as  Di- 
rector of  the  new 
Convulsive  Disorder 
Unit. 


The  Convulsive 
Disorder  Unit  has  as 
its  primary  purpose 
appraisal  of  the  epi- 
leptic. It  will  serve  to  supplement  and  comple- 
ment those  services  already  provided  by  the 
community  physicians  so  that  the  patient  under 
good  medical  control  can  find  his  proper  role  in 
the  community.  Hopefully,  the  work  of  the  Unit 
will  provide  guidelines  for  schools,  employers, 
families,  and  community  services  concerned  with 
the  problems  of  the  epileptic. 


In  addition  to  Dr.  White,  who  was  previously 
the  Professor  Neurology  at  the  Indiana  Univers- 
ity School  of  Medicine,  there  will  be  other  staff 
members  including  a social  worker,  health  edu- 
cator, public  health  nurse,  and  psychologist. 

Initial  support  for  this  project  is  coming  from 
the  St.  Joseph’s  Hospital  and  from  the  Division 
of  Chronic  Diseases,  Bureau  of  State  Services  of 
the  United  States  Public  Health  Service. 


PARLIAMENTARY  PROCEDURE 
BOOKLET  AVAILABLE 

A new  colored  sheet  on  Parliamentary  Pro- 
cedure has  recently  been  published  by  a reg- 
istered parliamentarian.  If  you  wish  a copy, 
send  five  cents  in  coin  (no  stamps)  with  a self- 
addressed  stamped  envelope  to:  George  F. 
Schmitt,  M.D.,  F.A.C.P.,  30  S.  E.  8th  St.,  Miami, 
Florida. 


YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

Approved  and  Recommended  by 
Your  Insurance  Committee  and 
Board  of  Directors 


☆ ☆ ☆ 


A Program  Designed  For 
The  Members  Of 

THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

By  The 

NATIONAL  CASUALTY  COMPANY 
OF  DETROIT 


☆ ☆ ☆ 


For  Complete  Information 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  — AMherst  6-2403 


PIMA  COUNTY  REPRESENTATIVE 

RONALD  DEITRICH 

19  North  Tyndall  — MAin  2-1567 
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ALLERGY 


Physicians’  Directory 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — ALpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate 

American  Board  of  Internal  Medicine 
and  Subspecialty  Board  of  Allergy 

31  W.  Camelback  Road  500  W.  10th  Place 

Phoenix  Mesa 

277-3337  969-3966 

HOWARD  M.  PURCELL,  JR.,  M.D. 

JAMES  A.  SMIDT,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PFIOENIX,  ARIZONA 

AL  2-9731 

DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 

F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 


MALIGNANT  DISEASE 

A.  L.  IINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 

ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D. 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D. 
F.A.C.S.*  — Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 

*Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  Street  — Phoenix,  Arizona  — CR  7-6211 

PATHOLOGY 

LOUIS  HIRSCH,  M.D. 

RALPH  H.  FULLER,  M.D. 

WILLIAM  M.  HINDMAN,  M.D. 

EDWARD  A.  BRUCKER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 

PSYCHIATRY 

LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 

RADIOLOGY 

R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology  and  X-ray  Therapy 

1313  N.  Second  St. 

Phone  ALpine  8-3484 
Phoenix,  Arizona 

MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  McDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

ALpine  8-1601  WHitney  5-3959 
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SURGERY 


DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  MA  2-3371  Home  Phone  EA  5-9433 


DONALD  A.  POLSON,  M.D.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 


Phone  CRestwood  4-2081 


Phoenix,  Arizona 


Pharmacy  Directory 

Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


Fairmont  Pharmacy 

3231  East  McDowell  Road  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS  - COSMETICS  - FOUNTAIN 
BRidge  5-5719  FREE  DELIVERY 


i^cottsclale  call 

Lute's  Scottsdale  Pharmacy 

For 


PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


LOWELL  C.  WORMLEY,  M.D.,  F.A.C.S. 

Mid-Town  Medical  Building 
1 North  1 2th  Street 
Phoenix,  Arizona 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
21  8 E.  Stetson  Drive 
Scottsdale,  Arizona 


Pharmacy  Directory 


BUTLER  S REST  HOME 

• Bed  Patients  and  Chronics 

• Television 

• 24  Hour  Nursing  Care 

• Excellent  Food  ® State  Licensed 

802  N.  7th  St. 

Phoenix,  Arizona 

Telephone  AL  3-2592 

Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mesa  - Tempe 
Maryvale  - Glendale  - Westown  - Sunnyslope 
Paradise  Hills  - Globe  - Miami 
C'sa  Grande  - Wickenburg 
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DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

5133  N.  Central  Ave.  — Phoenix 
Telephone  277-1487 


Locum  Tenans  — Gen.  Practice,  Licensed  Ariz. 
Efficient,  Reliable,  Experienced 
Desires  Employment  1 2-1  5-64  thru  4-1  5-65 

REPLY: 

J.  J.  HOHNER,  M.D. 

Route  1 , Box  1 1 9 
Antioch,  III. 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  EA  7-7471 
At  Your  Service  24  Hours  Daily 
3029  E.  2nd  St.  Tucson,  Arizona 

"Established  1932" 


FOR  LEASE 

OFFICE  SUITE  — Carpeted,  draped,  utilities 
and  janitor  service  furnished.  PALM  CIRCLE 
MEDICAL  CENTER 

Contact:  Rex  E.  Umbenhaur,  D.D.S 
4428  Palm  Circle  Scottsdale,  Arizona 


FOR  SALE 

Mobile  GE  X-ray  Unit 
10  Mlp.  - 140  Kvp. 
Excellent  for  extremities 
Price:  $450.00 

Contact:  Dr.  Alexander  T.  Vorgeas 
CR  4-4100 


GENERAL  PRACTICE  opportunity  wanted  in 
Maricopa  County  area.  Arizona  licensed  M.D., 
member  AAGP,  experienced  in  all  phases  gen- 
eral practice,  married  with  family,  age  48. 
Desire  association  with  small  group  or  indi- 
vidual; will  purchase  active  practice  or  con- 
sider other  opportunities.  Available  for  per- 
sonal interview  for  mutual  evaluation.  Reply 
Box  63-1-12,  ARIZONA  MEDICINE,  P.  O.  Box 
128,  Scottsdale. 


NEW  ISSUE 

750,000  SHARES  COMMON 

( No  Par  Value) 

Offering  Price  $2.00  Per  Share 


A 

V 


A 

V. 


ETERNAL 

VALLEY 

MEMORIAL 

PARK 


Eternal  Valley  Memorial  Park  has  been  serving 
the  Phoenix  area  for  two  years.  Current  de- 
mands require  an  expansion  program  to  in- 
clude: Administration  Building  Meditation 
Chapel,  Eternal  Fountain  to  be  erected  in  our 
existing  lake. 


MAIL  COUPON  TO: 

ETERNAL  VALLEY  MEMORIAL  PARK 

Mayer  Central  Bldg. 

3033  N.  Central  Ave. 

Phoenix,  Arizona 

I am  interested  in  learning  more  about  Eternal  Valley 
Memorial  Park  as  an  investment.  Your  representative  may 
call  to  explain  the  offer  fully.  I understand  there  is  no 
obligation  to  purchase. 

Name  - 

Address  

State  Phone  No 


THIS  IS  NEITHER  AN  OFFER  TO  SELL  NOR  A SOLICITATION 
OF  AN  OFFER  TO  BUY  THE  SECURITIES  DESCRIBED  HEREIN. 
THE  OFFERING  IS  MADE  ONLY  BY  THE  PROSPECTUS. 
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AMYTAL 
TAKES 
THE  EDGE 
OFF 
DAYTIME 
ANXIETY 
AND 
TFNSIQN 


Amytal  is  a moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  a contraindication. 

Side-Effects:  Idiosyncrasy  or  allergic  reactions  to  the  barbi- 
turates may  occur. 

Precautions  and  Contraindications:  Amytal  should  be  used 
with  caution  in  patients  with  decreased  liver  function,  since  a 
prolongation  of  effect  may  occur.  Administration  in  the  presence 
of  uncontrolled  pain  may  produce  excitement.  WARNING— May 
be  habit-forming. 

Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (1/2  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 


Additional  information 
available  upon  request. 
Eli  Lilly  and  Company, 
Indianapolis  6,  Indiana. 


AMYTAL' 

AMOBARBITAL 


SSegf 


pollens  in  the  grass. ..alas 

FOR  EFFECTIVE  CONTROL  OF  ALLERGIC  SYMPTOMS— Antihistaminic  dction 
relieves  nasal  congestion,  sneezing,  lacrimation,  and  pruritus.  Antispas- 
modic  action  relieves  bronchial  spasm.  Precautions:  Persons  who  have 
become  drowsy  on  this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  engage  in  other  activi- 
ties requiring  keen  response  while  using  this  product.  Hypnotics,  sedatives, 
or  tranquilizers,  if  used  with  BENADRYL  (diphenhydramine  hydrochloride), 
should  be  prescribed  with  caution  because  of  possible  additive  effect. 
Diphenhydramine  has  an  atropine-like  action  which  should  be  considered 
when  prescribing  BENADRYL  (diphenhydramine 
hydrochloride).  BENADRYL  (diphenhydramine 
hydrochloride)  is  supplied  in  several  forms 
including  Kapseals  containing  50  mg.  39S64 


PARKE-DAVIS 


PARKE,  DAVIS  & COMPANY,  Detroit,  Michigan  48732 


N e w — Moore’s 

Give  and  Take 

The  development  of  tissue  transplantation 

This  is  the  fascinating  story  of  "new  tissues  for  old’’ — 
its  relatively  brief  but  eventful  history,  the  present 
status  of  the  "art,”  and  the  promise  of  the  future.  Dr. 
Moore  carries  you  along  the  devious  trail  of  transplan- 
tation progress  where  you’ll  follow  developments  in 
autografts,  homografts  and  heterografts — observe  the 
intricacies  involved  in  probing  antigens,  antibodies  and 
immunity — learn  of  the  early  organ  grafts  with  no  sup- 
pression of  immune  reaction,  then  of  the  era  of  whole 
body  irradiation  and  its  eventual  abandonment,  and 
finally  of  today’s  successes  witb  immuno-suppressant 
drugs.  The  heart  of  the  text  deals  with  the  important 
events  and  patients  in  the  250-odd  kidney  transplants 
performed  in  the  last  decade.  Five  detailed  and  exciting 
case  histories  delineate  turning  points  in  transplanta- 
tion progress.  Intriguing  topics,  comments  and  anec- 
dotes crowd  the  pages  of  this  fascinating  book.  You'll 
find  such  subjects  as:  the  recognition  by  the  immune 

New  (8th)  Edition — Nelson’s 


system  of  its  own  proteins  as  harmless — the  mechanism  of 
immunologic  memory — a tale  of  blood  chimerism — the 
dilemma  of  tissue  and  organ  donation,  both  ethical  and 
legal.  Dr.  Moore  concludes  with  a succinct  discussion 
of  where  transplantation  is  warranted  or  needed. 

By  Francis  D.  Moore,  M.D.,  Mosely  Professor  of  Surgery,  Harvard 
Medical  School;  Surgeon-in-Chief,  Peter  Bent  Brigham  Hospital, 
Boston,  Massachusetts.  182  pages,  5 3^"  x 8^",  illustrated.  About 
$6.00.  New — Just  Ready! 

Textbook  of  Pediatrics 


Gives  you  an  effective  answer  for  every  pediatric  problem 


Dr.  Nelson  and  81  eminent  contributors  cover  the  entire 
field  of  pediatrics  in  this  New  (8th)  Edition.  They  dis- 
cuss every  aspect  of  child  care,  from  the  prenatal  period 
through  adolescence.  They  tell  you  how  to  keep  the 
well  child  healthy,  as  well  as  how  to  diagnose  and  treat 
the  myriad  diseases  of  infancy  and  childhood.  Disorders 
and  malformations  of  each  body  system  are  covered  in 
detail.  All  the  childhood  diseases  are  explicitly  de- 
scribed, with  authoritative  discussions  of  etiology, 
epidemiology,  pathogenesis,  immunity,  clinical  mani- 
festations, diagnosis,  prognosis,  prevention  and  treat- 
ment. This  up-to-date  revision  is  studded  with  newly 
developed  diagnostic  procedures,  as  well  as  both  new 
and  standard  methods  of  prevention  and  treatment. 
You’ll  find  information  on  the  problems  involved  in  the 


battered -child  syndrome — on  newly  discovered  inborn 
errors  of  metabolism — on  new  theories  of  psychologic  de- 
velopment. Many  chapters  and  sections  are  entirely 
new — Pseudomonas  and  Other  Gram-Negative  Bacilli — 
Anonymous  Mycobacterial  Infections — Intestinal  Malab- 
sorption— Waardenburgs  Syndrome — Interstitial  Pul- 
monary Fibrosis.  Others  are  so  extensively  revised  as 
to  constitute  virtually  new  material.  Here  is  a book 
useful  to  any  physician  who  ever  treats  infants  or 
children. 

Edited  by  Waldo  E.  Nelson,  M.D.,  D.Sc.,  Professor  of  Pediatrics, 
Temple  University  School  of  Medicine;  Medical  Director  of  St. 
Christopher’s  Hospital  for  Children.  With  81  distinguished  con- 
tributors. About  1640  pages,  7"  x 10",  with  471  figures.  About  $18.00. 

New  (8th)  Edition — Just  Ready! 


New— Elliott’s  Clinical  Neurology 

Gives  specific  help  on  neurologic  diagnosis  and  treatment 


Here  is  a concise  new  work  seasoned  with  clinical  in- 
sight. The  author  skillfully  presents  crisp  accounts  of 
individual  neurological  diseases  (both  common  and 
uncommon)  plus  principles  and  practice  involved  in 
neurological  diagnosis.  He  provides  pertinent  anatomi- 
cal, physiological,  and  neurochemical  background  ma- 
terial, focusing  on  practical  application.  Important 
diagnostic  features  of  each  disease  discussed  are  stressed 
and  the  diagnostic  significance  of  individual  symptoms 
and  signs  are  clearly  spelled  out.  Among  the  many 
features  of  this  new  text  you’ll  find:  Helpful  informa- 
tion on  differential  diagnosis  of  diseases  exhibiting 
such  common  symptoms  as  headache , pain  in  the  face, 

W.  B.  SAUNDERS  COMPANY  West  Washington  Square,  Phila.,  Pa.  19105 

Please  send  and  bill  me:  □ Easy  Pay  Plan  ($5  per  mo.) 

□ Moore — Give  and  Take About  $ 6.00  □ Elliott — Clinical  Neurology About  $12.00 

I I Nelson — Pediatrics About  $18.00 

Name _ 

Address _ SJG  8-64 


sciatica,  vertigo,  coma,  seizures,  peripheral  neuritis,  etc. — 
Specific  treatment  outlined  in  detail — Acute  and  chronic 
organic  psychoses  analysed  in  terms  of  neurophysiology. 
New  material  brings  you  up-to-the-minute  on:  the 
reciprocal  relationship  between  brain  function  and  serum 
electrolytes — the  effects  of  brain  lesions  on  the  electro- 
cardiogram— the  use  of  echoencephulography  and  brain- 
scanning in  diagnosis.  Any  physician  desiring  latest 
help  in  diagnosis  and  treatment  of  neurological  diseases 
will  find  Clinical  Neurology  eminently  useful. 

By  Frank  A.  Elliott.  M.D.,  F.R.C.P.,  Chief  of  Neurology.  The 
Pennsylvania  Hospital;  Professor  of  Clinical  Neurology,  University 
of  Pennsylvania  School  of  Medicine.  About  672  pages.  6?g"  x 9%", 
with  about  179  illustrations.  About  $12.00.  New — Just  Ready! 
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nTz  Nasal  Spray  gives  prompt,  depend- 
able decongestion  of  the  nasal  membranes 
for  fast  symptomatic  relief  of  hay  fever. 
The  first  spray  shrinks  the  turbinates,  re- 
stores nasal  ventilation  and  stops  mouth 
breathing.  The  second  spray,  a few  min- 
utes later,  improves  sinus  ventilation  and 
drainage.  Excessive  rhinorrhea  is  reduced. 

nTz  Nasal  Spray  also  provides  deconges- 
tive  relief  for  head  colds,  perennial  rhinitis 
and  sinusitis.  Supplied  in  leakproof, 
pocket-size,  squeeze  bottles  of  20  ml.  and 
in  bottles  of  30  ml.  with  dropper. 


nTz  is  more  than  a simple  vasoconstrictor. 
It  contains  [N]eo-Synephrine®  HCI  0.5%- 
the  efficacy  of  which  is  unexcelled-to 
shrink  nasal  membranes  and  provide  inner 
space;  [FJhenfadil®  HCI  0.1%  for  topical 
antiallergic  action;  and  [Z]ephiran@  C-1 
1 :5000  (antibacterial  wetting  agent)  to  pro- 
mote the  spread  of  the  decongestant  com- 
ponents to  less  accessible  nasal  areas. 

nTz  is  well  tolerated  and  does  not  harm 
respiratory  tissues. 

nTz,  Neo- Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  then- 
yldiamine)  and  Zephiran  (brand  of  benzalkonium  as  chloride,  refined),  trade- 
marks reg.  U.  S.  Pat.  Off.  1795M 


nTz0  Nasal  Spray 


W/nf/trop 


Winthrop  Laboratories 
New  York  18,  N.Y. 
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ARTHRALGEN* 


helps  fre« 


ARTHRALGEN® 

Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 


Arthralgen,  a better-tolerated  analgesic  formula- 
tion of  time-tested  ingredients,  works  faster  to  free 
the  arthritic  from  his  pain  without  salicylate  side 
effects.  Since  its  analgesic  components  require 
no  chemical  conversion  to  act  in  the  body,  Ar- 
thralgen’s  pain  relieving  benefits  are  immediately 
available  to  provide  a smoother,  more  rapid  ob- 
tundation of  pain  than  can  be  achieved  with  many 
true  salicylates. 

Arthralgen  is  especially  useful  for  the  prompt 
relief  of  early  morning  stiffness  and  pain  with  less 
risk  of  gastric  irritation.  And  since  Arthralgen 
contains  no  sodium  it  is  safe  for  long-term  use  in 


arthritics  who  have  other  conditions  which  nece. 


sitate  sodium  restriction. 

ARTHRALGEN®-PR 

Each  tablet  contains: 

Salicylamide 250  m 

Acetaminophen 250  m 

Ascorbic  acid  (Vitamin  C) 25  m 

Prednisone 1 m 


The  basic  Arthralgen  formulation  plus  predni 
sone  is  indicated  for  patients  who  require  steroid, 
Prednisone  has  three  advantages  over  cortison 
hydrocortisone,  and  ACTH.  They  are:  (1)  lack 
sodium  retention,  (2)  absence  of  increased  pota 
sium  excretion,  and  (3)  the  unlikelihood  of  steroi 
induced  hypertension.* 

BRIEF  SUMMARY 

Arthralgen  and  Arthralgen-PR  are  indicated 
the  management  of  rheumatoid  arthritis,  acu- 
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arthritic  joints  from 


)uty  arthritis,  rheumatoid  spondylitis,  osteoar- 
ritis,  bursitis,  fibrositis,  and  neuritis.  Arthralgen 
ay  be  used  for  analgesia  in  colds,  flu,  and 
irious  myalgias. 

OSAGE:  One  or  two  tablets  four  times  a day. 
fter  remission  of  symptoms,  dosage  should  be 
:duced  to  the  minimum  maintenance  level. 

IDE  EFFECTS:  Nausea,  Gl  upset,  or  mild  salicy- 
sm  may  rarely  occur.  Symptomsof  hypercorticoid- 
;m  dictate  reduction  of  dosage  of  Arthralgen-PR. 

RECAUTION:  Reduction  in  dosage  of  Arthral- 
en-PR  given  overa  long  period  should  be  gradual, 
ever  abrupt. 

CONTRAINDICATIONS:  Hypersensitivity  to  any 
igredient. 

\s  with  any  drug  containing  prednisone,  Arthral- 
]en-PR  is  contraindicated,  or  should  be  adminis- 


tered only  with  care,  to  patients  with  peptic  ulcer, 
tuberculosis,  nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing's  syndrome  (or  Cushing’s 
disease),  overwhelming  spreading  (systemic)  in- 
fection, or  predisposition  to  thrombophlebitis. 

Arthralgen-PR  is  generally  contraindicated  in 
patients  with  uremia  and  viral  infections,  including 
poliomyelitis,  vaccinia,  ocular  herpes  simplex,  and 
fungus  infections  of  the  eye.  It  is  also  contraindi- 
cated in  patients  with  chicken  pox  or  susceptible 
persons  exposed  to  it. 

SUPPLY:  Arthralgen  (white,  scored)  and  Arthral- 
gen-PR (yellow,  scored)  tablets  are  available  in 
bottles  of  100  and  500. 

*Cohen,  et  al:  J.A.M.A.,  165:225,  1957. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA 
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A statement  to  physicians 
concerning  a new  concept 
for  feeding  infants  in  the  home 


What  is  “Noisette”? 

The  Nursette  disposable  formula  bottle  is  the  ultimate 
in  simplicity  and  safety  for  routine  formula  feeding. 
The  Nursette  unit  consists  of  a glass  bottle  already  filled 
with  Enfamil  in  20  cal./oz.  dilution.  No  further  prepa- 
ration is  required.  Just  twist  off  the  cap,  attach  a con- 
ventional nipple  unit  of  choice  and  the  Nursette  bottle 
is  ready  for  feeding. 

The  Nursette,  with  Ready-to-Use  Enfamil  formula, 
is  available  in  three  sizes  (4,  6 and  8 oz.)  to  keep  pace 
with  the  infant’s  growing  appetite.  It  is  safe  to  store  un- 
opened without  refrigeration  and  feed  without  warming, 
if  desired.  Also,  there  are  no  cans  to  open,  no  ingredi- 
ents to  mix  or  measure,  no  bottles  to  wash  and  sterilize. 

Although  the  concept  of  a presterilized,  ready-to- 
use  formula  sealed  in  a glass  nursing  bottle  seems  rela- 
tively simple— the  actual  production  of  such  a unit  is 
extremely  complex.  Ten  years  of  research  and  develop- 
ment were  required  to  solve  technological  problems  and 
perfect  the  needed  processes.  While  bottles  filled  with 
formula  are  in  constant  motion,  high  heat  is  applied  for 
a critically  short  period.  The  result:  a sterile  formula 
with  the  natural  whiteness  of  whole  milk  and  maximal 
retention  of  all  nutritional  values. 

©1964  MEAD  JOHNSON  & COMPANY,  EVANSVILLE,  INDIANA 
*NURSETTE  IS  A TRADEMARK  OF  MEAD  JOHNSON  & COMPANY 


Who  uses  “Nursette”? 

The  Nursette  unit  is  for  routine  feeding  of  normal  i 
fants.  Nursette  with  ready-to-use  formula  eliminal 
much  of  the  work  and  worry  associated  with  curre 
methods  of  formula  preparation.  Consumer  surve 
with  hundreds  of  mothers  indicate  a high  preferen 
for  this  new  concept  in  infant  feeding. 

Infant  feeding  with  the  Nursette  unit  offers  practic 
benefits  to  both  the  inexperienced  parent  and  the  h< 
ried  multipara  — without  compromising  nutrition 
quality.  In  turn,  only  a minimum  amount  of  your  tir 
is  required  for  counseling  anxious  mothers  on  the  prc 
lems  of  formula  preparation. 

For  infant  feeding  in  the  home,  the  Nursette  dispos 
ble  formula  bottle  provides  clinically  proven  Enfan 
Infant  Formula  in  the  most  practical  and  convenie 
form.  This  consistent  20  cal./oz.  nutrition  may  be  us- 
exclusively  or  in  conjunction  with  formula  prepar 
from  Enfamil  concentrated  liquid  or  powder. 

As  the  ultimate  in  simplicity  and  safety  for  hor 
feeding,  the  Nursette  disposable  formula  bottle  will,] 
doubt,  interest  many  parents.  In  keeping  with  our  de< 
cation  of  “Serving  All  Needs  in  Infant  Nutrition 
Mead  Johnson  Laboratories  is  proud  to  make  this  n< 
product  available  to  you  and  your  patients. 


nMead  Johnson 
Laboratories 


Symbol  of  service  in  medicine 


Enfamil* 

uumeri  t 


Enfamir 

NURiiETTE 


Enfamir  NURSETTE 
ready-to-use 

disposable  infant  formula  unit 


1 


NEW  ISSUE 

750,000  SHARES  COMMON 

(No  Par  Vaiue) 

Offering  Price  $2.00  Per  Share 


THE 

ETERNAL 

VALLEY 

MEMORIAL 

PARK 


Eternal  Valley  Memorial  Park  has  been  serving 
the  Phoenix  area  for  two  years.  Current  de- 
mands require  an  expansion  program  to  in- 
clude: Administration  Building  Meditation 
Chapel,  Eternal  Fountain  to  be  erected  in  our 
existing  lake. 


MAIL  COUPON  TO: 

ETERNAL  VALLEY  MEMORIAL  PARK 

Mayer  Central  Bldg. 

3033  N.  Central  Ave. 

Phoenix,  Arizona 


I am  interested  in  learning  more  about  Eternal  Valley 
Memorial  Park  as  an  investment.  Your  representative  may 
call  to  explain  the  offer  fully.  I understand  there  is  no 
obligation  to  purchase. 


Name  

Address  

State  Phone  No 

THIS  IS  NEITHER  AN  OFFER  TO  SELL  NOR  A SOLICITATION 
OF  AN  OFFER  TO  BUY  THE  SECURITIES  DESCRIBED  HEREIN. 
THE  OFFERING  IS  MADE  ONLY  BY  THE  PROSPECTUS. 


HI  Tk  H IP  '%  m 

In  your  busy  night-and-day  ■ % 
preoccupation  with  other 
people’s  lives,  it  is  very  diffi- 
cult for  you  to  find  time  to 
think  about  your  own  future. 


Yet  face  it  you  must  for  the 
sake  of  your  family. 

We  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical  pro- 
fession, and  arrange  for  a visit 
— with  your  lawyer  — to  our 
Trust  Department. 

Discuss  your  estate  plans  in 
detail.  Let  an  experienced 
Trust  Officer  show  you  how  the 
group-judgment  of  specialists 
in  the  Trust  field  will  insure 
your  estate  being  handled 
soundly,  economically  — and 
to  the  letter  of  your  Will. 
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RESOURCES  $900  MILLION 

MEMBER  FEDERAL  DEPOSIT  INSURANCE  CORPORATION 


528 


Arizona  Medicine 


Occupational  tlaciapist  guides  patient  in  newly  acquired 

hobby  ol  making  artificial  flowers.  All  patients  at  Camelback  bdospital 
ai  e encouraged  to  participate  m constructive  hobbies  as  another  integral 
pait  of  then  rehabilitation  program,  according  to  doctor  s instructions. 
Hobbies  may  be  pursued  outdoors  in  the  scenic  recreation  area 


or  m the  special  hobby  workshop  m the  hospital. 


rated  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near 
cturesque  Camelback  Mountain,  the  hospital  is  dedicated 
:clusively  to  the  treatment  of  psychiatric  and  psychosomatic 
sorders,  including  alcoholism. 

LOVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION 
IOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 
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COMMITTEES  - 1964-65 

NOTE:  The  President,  President-elect  and  Secretary  are  ex-officio 
members  of  all  committees  unless  otherwise  specified. 
ARTICLES  OF  INCORPORATION  & BY-LAWS  COMMITTEE: 

Walter  Brazie,  M.D.,  Chairman  (Kingman) 

BENEVOLENT  & LOAN  FUND  COMMITTEE:  Daniel  T.  Cloud, 
Jr.,  M.D.,  Chairman  (Phoenix) 

CENTRAL  OFFICE  ADVISORY  COMMITTEE:  Arthur  V.  Dud- 
ley, Jr.,  M.D.,  Chairman  (Tucson) 

EXECUTIVE  COMMITTEE:  W.  Albert  Brewer,  M.D.,  Chairman 
(Phoenix) 

GRIEVANCE  COMMITTEE:  William  B.  Steen,  M.D.,  Chairman 
(Tucson) 

HISTORY  & OBITUARIES  COMMITTEE:  John  W.  Kennedy, 
M.D.,  Chairman  (Phoenix) 

INDUSTRIAL  RELATIONS  COMMITTEE:  John  H.  Ricker,  M.D., 
Chairman  (Phoenix) 

LEGISLATIVE  COMMITTEE:  Jesse  D.  Hamer,  M.D.,  Chairman 
(Phoenix) 

MEDICAL  ECONOMICS  COMMITTEE:  Ian  M.  Chesser,  M.D., 
Chairman  (Tucson) 

PROCUREMENT  & ASSIGNMENT  COMMITTEE:  Joseph  M. 

Greer,  M.D.,  Chairman  (Phoenix) 

PROFESSIONAL  COMMITTEE:  Jack  E.  Brooks,  M.D.,  Chair- 
man (Phoenix) 

PUBLIC  RELATIONS  COMMITTEE:  Paul  B.  Jarrett,  M.D., 
Chairman  (Phoenix) 

PUBLISHING  COMMITTEE:  Robert  F.  Lorenzen,  M.D.,  Chair- 
man (Phoenix) 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Richard  L.  Dexter, 
M.D.,  Chairman  (Tucson) 


COUNTY  MEDICAL  SOCIETY  OFFICERS  FOR  1964 

APACHE:  Ira  L.  Casey,  M.D.,  President,  Box  299,  Springerville; 
Jack  I.  Mowrey,  M.D.,  Secretary,  McNary  Hospital,  McNary. 

COCHISE:  Harry  C.  Smith,  M.D.,  President,  640  - 10th  St., 
Douglas;  Raymond  Grossman,  M.D.,  Secretary,  610  — 9th 
St.,  Douglas. 

COCONINO:  George  H.  Yard.  M.D.,  President,  206  W.  Hunt 
Ave.,  Flagstaff;  Leo  J.  Ankenbrandt,  M.D.,  Secretary,  2725 
E.  Lakin  Dr.,  Flagstaff. 

GILA:  Thomas  F.  Moore,  M.D.,  President,  P.  O.  Box  1207, 
Miami;  Bert  E.  Lambrecht,  M.D.,  Secretary,  Box  1837, 
Miami. 

GRAHAM:  Frederick  W.  Knight,  M.D.,  President,  618  Central 
Avenue,  Safford;  Robert  B.  Patterson,  M.D.,  Secretary, 
503  Fifth  Avenue,  Safford. 

GREENLEE:  Hugh  LaMaster,  M.D.,  President,  Box  1597,  Clifton; 
Charles  B.  Daniell,  M.D.,  Secretary,  Morenci  Hospital, 
Morenci. 

MARICOPA:  Wallace  A.  Reed,  M.D.,  President,  222  West  Osborn 
Rd.,  Phoenix;  Clifford  E.  Ernst,  M.D.,  Secretary,  909  E. 
Brill  St.,  Phoenix. 

(Society  Office  — 2025  N.  Central  Avenue,  Phoenix) 

MOHAVE:  Walter  Brazie,  M.D.,  President,  Masonic  Building, 
Kingman;  John  J.  Standifer,  M.D.,  Secretary,  412  E.  Oak 
Street,  Kingman. 

NAVAJO:  Theodore  L.  Lothman,  M.D.,  President,  Box  397,  Hol- 
brook; Claude  H.  Peterson,  M.D.,  Secretary,  212-A  Bruch- 
man  Bldg.,  Winslow. 

PIMA:  Hermann  S.  Rhu,  M.D.,  President,  Alvernon  & Fifth  St., 
Tucson,  Elliott  E.  Stearns,  Jr.,  M.D.,  Secretary,  2442  E.  Elm 
St.,  Tucson. 

(Society  Office  — 2555  East  Adams  Street,  Tucson) 

PINAL:  Robert  Z.  Collings,  Jr.,  M.D.,  President,  Florence  Blvd. 
& Center  St.,  Casa  Grande;  George  Boiko,  M.D.,  Secretary, 
703  N.  Olive  St.,  Casa  Grande. 

SANTA  CRUZ:  Karl  L.  Meyer,  M.D.,  President,  Stage  Building, 
Nogales;  Charles  S.  Smith,  M.D.,  Secretary,  Gebler  Building, 
Nogales. 

YAVAPAI:  Clarence  E.  Yount,  Jr.,  M.D.,  President,  P.  O.  Box 
1626,  Prescott;  William  R.  Shepard,  M.D.,  Secretary,  506 
Gurley  St.,  Prescott. 

YUMA:  Ellis  V.  Browning,  M.D.,  President,  407  N.  16th  St., 
Yuma;  James  Volpe,  Jr.,  M.D.,  Secretary,  1801  Sixth  Ave., 
Yuma. 


WOMAN’S  AUXILIARY  TO  THE  ARIZONA  MEDICAL 
ASSOCIATION  - 1964-65 

President  Mrs.  Richard  B.  Johns  (Ruth) 

508  W.  Rose  Lane,  Phoenix,  Arizona 

President-elect  Mrs.  Hubert  Estes  (Mickie) 

6911  Soyaluna  Place,  Tucson,  Arizona 

1st  Vice  President  Mrs.  Robert  G.  Delph  (Grace) 

651  Sunland  Drive  E.,  Chandler,  Arizona 

2nd  Vice  President  Mrs.  Robert  L.  Gullen  (Beverly) 

5003  N.  22nd  St.,  Phoenix,  Arizona 

Treasurer:  Mrs.  Seymour  Shapiro  (Arline) 

5433  E.  Eighth  Street,  Tucson,  Arizona 

Recording  Secretary  Mrs.  Hermann  S.  Rhu  (Ruth) 

2138  E.  Juanita,  Tucson,  Arizona 

Corresponding  Secretary Mrs.  Joe  L.  Bonnet  (Lorri) 

450  E.  Ocotillo  Rd.,  Phoenix,  Arizona 

Director  (1  year)  Mrs.  Clare  W.  Johnson  (MaryAnne) 

318  West  Lawrence  Road,  Phoenix  13,  Arizona 

Director  (1  year)  Mrs.  William  H.  Lyle  (Jill) 

1400  - 16th  Place,  Yuma,  Arizona 

Director  (2  years) Mrs.  Juan  Fonseca  (Virginia) 

Route  2,  Box  741,  Tucson,  Arizona 


SOCIEDAD  MEDICA  DE  ESTADOS  UNIDOS  DE 
NORTE  AMERICA  Y MEXICO 
MEDICAL  SOCIETY  OF  THE  UNITED  STATES  & MEXICO 

President  Dr.  Robert  E.  Hastings 

1014  N.  Country  Club  Road,  Tucson,  Arizona 

President-elect  Dr.  Carlos  Tapia  Tellez 

Blvd.  Obregon  y Morelos,  Hermosillo,  Sonora,  Mexico 

Vice  President  Dr.  Maxwell  Lockie 

40  North  Street,  Buffalo  2,  New  York 

Secretary  for  the  United  States Dr.  James  D.  Nauman 

1603  N.  Tucson  Blvd.,  Tucson,  Arizona 

Secretary  for  Mexico Dr.  Fausto  Zeron  Medina 

Avenida  Alemania  No.  535,  Guadalajara,  Jal.,  Mexico 

Treasurer  for  the  United  States  Dr.  Lucy  Vemetti 

2021  N.  Central  Avenue,  Phoenix.  Arizona 

Treasurer  for  Mexico Dr.  Eduardo  Gonzalez  Murguia 

Juarez  673,  Guadalajara,  Jal.,  Mexico 

Executive  Secretary  for  Mexico Mr.  Alfredo  Patron 

Mazatlan,  Sinaloa,  Mexico 


Complete  officer  and  committee  listings  will  appear  in  the  December  issue. 
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The  Honorable  Paul  Fannin,  Governor,  has 
announced  the  appointments  of  Melvin  W. 
Phillips,  M.D.  and  Howard  W.  Finke,  M.D.,  for 
terms  of  five  and  four  years  respectively,  to  the 
Board  of  Medical  Examiners  of  the  State  of 
Arizona  replacing  Francis  M.  Findlay,  M.D.  of 
San  Manuel  and  Arthur  H.  Dysterheft,  M.D. 
of  McNary. 


Dr.  Phillips 


Doctor  Phillips,  a native  of  Illinois,  received 
his  Doctor  of  Medicine  degree  in  1943  from 
the  School  of  Medicine  of  the  McGill  University; 
served  as  a Captain  in  the  United  States  Army 
Medical  Corps  from  1944  to  1949.  Licensed  in 
Arizona  in  1948,  he  began  the  general  practice 
of  medicine  in  Prescott  in  1949,  maintaining 
active  membership  in  the  Yavapai  County  Medi- 
cal Society,  Arizona  Medical  Association  and 
A.M.A.  to  date  and  served  as  President  of  this 
Society  in  1952.  Held  in  high  esteem  by  his 
colleagues  and  the  entire  community,  Doctor 
Phillips’  term  with  the  Board  of  Medical  Exam- 
iners will  expire  on  June  30,  1969. 


Doctor  Finke  received  his  Doctor  of  Medicine 
degree  from  the  School  of  Medical  Evangelists, 
in  1938.  Born  in  Monroe,  Washington,  he  was 
commissioned  in  the  United  States  Navy  Medical 
Corps  with  the  permanent  grade  of  Lieutenant 
in  1943;  received  his  Honorable  Discharge  in 
1946  and  his  Arizona  license  to  practice  medi- 
cine in  1952,  beginning  his  practice  in  Superior 
in  1954.  Dr.  Finke  has  served  in  many  capacities 
in  the  Pinal  County  Medical  Society  and  the 


Dr.  Finke 


Arizona  Medical  Association,  as  an  active  mem- 
ber of  each,  and  A.M.A.  He  is  Chief  Surgeon 
at  Magma  Hospital  in  Superior  and  a recognized 
community  leader  both  in  and  out  of  medicine. 
His  term  with  the  Board  of  Medical  Examiners 
will  expire  on  June  30,  1968. 

The  complete  membership  of  the  Board  of 
Medical  Examiners  for  1964-65,  together  with 
Doctor  Phillips  and  Doctor  Finke,  will  include 
W.  R.  Manning,  M.D.,  (Tucson);  Carlos  C. 
Craig,  M.D.,  (Phoenix)  and  Roy  O.  Young, 
M.D.,  (Scottsdale). 


AD  HOC  COMMITTEE  FOR  ARIZONA 
TERRITORIAL  MEDICINE  PUBLICATION 

Meeting  of  the  Ad  Hoe  Committee  for  Arizona  Terri- 
torial Medicine  Publication  of  The  Arizona  Medical 
Association,  Inc.,  held  Tuesday,  April  28,  1964,  at  the 
San  Marcus  Hotel,  Chandler,  Arizona,  convened  at 
4:00  p.m.,  W.  Albert  Brewer,  M.D.,  President-Elect  and 
Chairman,  presiding. 

ROLL  CALL 

PRESENT:  Drs.  Brewer,  W.  Albert,  President-Elect 
and  Chairman,  Schoen,  Roland  F.,  Steen,  William  B., 
President.  Miss  Quebbeman,  Frances.  Advisory  Members 
to  the  Committee:  Mesdanres  McNamee,  Dorothy 
(Tucson),  Stevens,  Weir  C.  (Ray). 

EXCUSED:  Drs.  Bledsoe,  Nelson  C.,  Carter,  Allan 
B.,  Plenderson,  Charles  E.,  Secretary,  Kennedy,  John  W. 

MINUTES 

Minutes  of  the  initial  meeting  of  the  Ad  Hoc  Com- 
mittee for  Arizona  Territorial  Medicine  Publication  of 
this  Association  held  January  26,  1964,  were  approved 
as  published  and  circulated  among  the  members. 


August,  1964 
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PROGRESS  REPORT 

A detailed  discussion  of  the  make-up  of  the  proposed 
book  on  Territorial  Medicine  in  Arizona  was  considered. 
Tentatively,  the  book  will  be  divided  into  three  parts, 
composed  of  eight  chapters.  A detailed  breakdown  of 
this  format  was  submitted. 

Title  of  the  book  was  discussed  and  tentatively  ap- 
proved as  “Territorial  Medicine  in  Arizona.” 

The  Committee  also  expressed  satisfaction  with  the 
progress  made  by  Miss  Frances  Quebbeman  since  its 
last  meeting,  January  26,  1964.  It  was  determined  that 
the  next  meeting  will  be  held  some  time  in  January, 
1965. 

MEETING  ADJOURNED  AT  5:30  P.M. 

Charles  E.  Henderson,  M.D. 

Secretary 


SCIENTIFIC  ASSEMBLY  COMMITTEE 

Meeting  of  the  Scientific  Assembly  Committee  of 
The  Arizona  Medical  Association,  Inc.,  held  Sunday, 
June  14,  1964,  in  the  Central  Offices  of  this  Association, 
Suite  211,  UR  Building,  4533  North  Scottsdale  Road, 
Scottsdale,  Arizona,  convened  at  10:18  a.m.,  Richard 

L.  Dexter,  M.D.,  Chairman,  presiding. 

ROLL  CALL 

PRESENT:  Drs.  Brewer,  W.  Albert,  President,  Currin, 
John  F.,  Derickson,  Philip  G.,  Dexter,  Richard  L., 
Chairman,  Eddy,  Jr.,  Warren  D.,  Gregory,  T.  Richard, 
Henderson,  Charles  E.,  Secretary,  Jarrett,  Paul  B.,  Vice- 
President,  McMoran,  Charles  W.,  Phillips,  Melvin  W. 
Staff:  Boykin,  Paul  R.,  Assistant  Executive  Secretary, 
Carpenter,  Robert,  Executive  Secretary,  Robinson,  Bruce 
E.,  Executive  Assistant. 

EXCUSED:  Drs.  Carlson,  John  S.,  Heim,  Delrner  J., 
Jackson,  Jr.,  Ralph  A.,  Knight,  Frederick  W.,  Mason, 
Robert  P.,  Moody,  Deward  G.,  Nelson,  Arthur  R., 
O’Hare,  James  E.,  President-elect,  Sattenspiel,  Edward. 

MINUTES 

On  motion  regularly  made  and  unanimously  carried, 
the  minutes  of  the  meeting  of  the  Scientific  Assembly 
Committee  held  January  26,  1964,  were  approved  as 
printed  and  circulated  among  the  membership. 

ORGANIZATION 

On  motions  regularly  made  and  unanimously  carried 
in  each  instance  the  following  members  were  duly 
nominated  and  appointed  to  the  positions  indicated: 

Assistant  Chairman:  Arthur  R.  Nelson,  M.D.;  Secre- 
tary: Charles  E.  Henderson,  M.D.;  Publicity  Chairmen: 
Richard  L.  Dexter,  M.D.,  Chairman,  Arthur  R.  Nelson, 

M. D.,  Assistant  Chairman. 

ANNUAL  MEETINGS 

The  annual  meetings  of  this  Association  have  been 
scheduled  for  the  years  1965  and  1966  as  follows: 

74th  — Pioneer  Hotel,  Tucson,  April  28  through  May 
1,  1965  (confirmed). 

75th  — Safari  Hotel,  Scottsdale,  April  27  through 
April  30,  1966  (confirmed). 

Consideration  should  be  given  to  the  location  of  the 
76th  Annual  Meeting  to  be  held  in  1967.  Inasmuch  as 
the  location  will  depend  largely  upon  whether  or  not 


exhibits  are  to  be  continued,  action  in  this  regard 
was  deferred. 

74th  ANNUAL  MEETING  — 1965 

On  motions  regularly  made  and  unanimously  carried, 
the  following  determinations  were  made  associate  with 
the  74th  Annual  Meeting  of  the  Association  to  be  held 
in  Tucson,  Arizona,  April  28  through  May  1,  1965,  with 
headquarters  at  the  Pioneer  Hotel: 

1)  Association  Board  of  Directors  meeting  Tuesday 
evening,  April  27,  1965. 

2)  Blue  Shield  corporate  meeting,  First  Regular 
Session,  immediately  following  the  General  Ses- 
sion of  the  Association  to  be  held  Wednesday, 
April  28,  1965,  in  the  morning. 

3)  Association  blouse  of  Delegates  First  Regular 
Session  to  be  held  Wednesday,  April  28,  1965, 
immediately  followed  by  the  General  Session  of 
the  Association. 

4)  Association-Blue  Shield  joint  reception  and  sup- 
per to  be  held  Wednesday  evening,  April  28, 
1965,  suggesting  a repeat  of  the  Mexican  atmos- 
phere and  food  provided  during  the  72nd  Annual 
Meeting  in  Tucson  with  Mariachis  as  entertain- 
ment. 

5)  Association  Reference  Committee  meetings  to  be 
held  Wednesday  and/or  Thursday  afternoons, 
April  28  and  29,  1965,  after  3 p.m.  Blue  Shield 
corporate  body  reference  committee  meetings  to 
be  held  Friday  afternoon,  April  30,  1965,  after 
3 p.m. 

6)  Association  annual  golf  tournament  to  be  held 
Wednesday  afternoon,  April  28,  1965,  Fred  H. 
Landeen,  M.D.  (Tucson),  Chairman;  he  to  select 
membership  of  his  committee.  No  financial  assist- 
ance to  be  given  by  the  Association,  the  Chair- 
man to  be  so  informed.  Trophies  and  other 
prizes  to  be  obtained  by  donation  or  covered 
by  event  fees. 

7)  Association  annual  bowling  tournament  to  be  held 
Wednesday  afternoon,  April  28,  1965,  Warren 
D.  Eddy,  Jr.,  M.D.  (Tucson),  Chairman;  he  to 
select  membership  of  his  Committee.  No  finan- 
cial assistance  sought  nor  to  be  given,  the  Chair- 
man to  be  so  informed.  Trophies  and/or  gifts 
to  be  purchased  from  event  fees  received. 

8)  Blue  Shield  corporate  meeting,  Second  Regular 
Session,  to  be  held  Saturday  morning,  May  1, 
1965,  immediately  following  the  Second  Regular 
Session  of  the  Association  House  of  Delegates 
meeting. 

9)  Association  House  of  Delegates  Second  Regular 
Session  to  be  held  Saturday  morning,  May  1, 
1965. 

10)  Thursday  evening,  April  29,  1965,  to  be  con- 
sidered an  “open"  night  with  no  scheduled  events 
by  the  Association.  This  does  not  preclude  events 
to  be  scheduled,  such  as  dinner  meetings  as  may 
be  desirable  by  the  specialty  groups  with  Com- 
mittee approval. 

11)  Association  President’s  Reception  and  Dinner 
Dance  to  be  held  Friday  evening,  April  30,  1965, 
suggesting  a repeater  “Music  by  Tiny  Fortman’s 
Orchestra.”  It  was  suggested  as  entertainment 
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that  possibly  arrangements  could  be  effected, 
with  the  assistance  of  the  Women’s  Auxiliary,  to 
provide  professional  ballroom  dancing,  either 
through  the  Arthur  Murray  or  Fred  Astaire 
studios  of  Tucson. 

12)  Association  registration  fees:  While  action  was 
deferred,  it  was  suggested  that  members  in  prac- 
tice less  than  five  (5)  years  — $10.00;  all  others 
- $15.00. 

13)  Association  provision  for  scientific  exhibits  to  be 
continued.  The  displays  this  year,  in  numbers 
and  quality,  were  very  favorably  received.  It 
was  determined  to  continue  the  Aesculapius 
Award  by  Mead  Johnson  Laboratories  (a  plaque 
and  $200.00  cash  award);  however,  in  the  event 
Mead  Johnson  does  not  choose  to  continue  the 
award,  then  the  Association  will  continue  such 
award  to  the  extent  of  providing  an  appropriate 
plaque. 

14)  Association  technical  exhibits  may  be  continued 
in  1965;  however,  it  is  suggested  that  all  those 
participating  be  informed  sufficiently  in  advance, 
affording  each  opportunity  to  make  an  early 
decision  as  to  whether  or  not  it  is  their  intent 
to  participate. 

15)  Following  lengthy  discussion  and  submission  of 
suggestions,  it  was  determined  to  continue  com- 
mercial exhibits  for  the  1965  Meeting.  The  fee 
of  $150.00  established  will  be  charged  in  1965. 
Attendance  awards  will  be  dispensed  with.  While 
it  has  been  custom  to  invite  the  exhibitors  and 
their  ladies  as  guests  of  the  Association  to  attend 
the  Wednesday  evening  reception  and  supper, 
it  is  determined  for  1965  that  they  be  similarly 
invited;  however,  at  a fee  to  be  determined  upon 
covering  the  appropriate  cost. 

16)  Accommodations  desired  by  the  Women’s  Auxil- 
iary are  to  be  amicably  provided. 

17)  Category  I Credit-American  Academy  of  General 
Practice  is  to  be  continued  on  application 
through  Doctor  John  S.  Carlson. 

18)  Special  dispensation  at  the  time  of  the  President’s 
Dinner  Dance,  Friday,  April  30,  1965,  is  ex- 
pressed desirable  and  will  again  be  sought 
through  the  efforts  of  Doctor  Warren  D.  Eddy, 

Jr- 

19)  Considerable  discussion  ensued  regarding  the  fee 
of  $150.00  established  by  the  Board  of  Directors 
of  the  Association  to  be  charged  specialty  groups 
holding  luncheon  or  dinner  meetings,  using  a 
guest  orator  provided  and  participating  in  the 
scientific  section  of  the  annual  meeting  program. 
This  year  the  Arizona  Society  of  Pathologists 
were  concerned,  as  expressed  in  letter  dated 
May  13,  1964,  presented  and  read,  where,  in 
addition  to  the  fee  paid  the  Association,  an  “hon- 
orarium” was  contributed  by  that  Society. 

It  has  been  the  policy,  during  the  past  several 
years,  for  the  Association  to  pay  transportation 
for  both  the  Doctor  and  his  wife,  if  she  accom- 
panies him  to  the  meeting,  together  with  all 
other  expenses  associate  with  the  trip,  including 


hotel  room  and  board  during  the  meeting,  in 
addition  to  incidentals.  It  appears  customary 
always  to  find  one  guest  who  will  charge  every- 
thing to  the  Association,  including  horseback 
riding,  hiring  of  a car  for  side  trips,  etc.  It  was 
determined  to  defer  action  pending  the  estab- 
lishment of  the  scientific  section  program;  how- 
ever, it  was  suggested  that  the  Chairman  com- 
municate with  the  specialty  society  groups  to 
ascertain  their  views  in  this  regard,  and  obtain 
any  suggestions  they  might  have  as  to  arrange- 
ments which  might  be  mutually  agreeable  to 
be  followed  in  future  meetings. 

20)  .Association  General  Session  program  having  been 
established  to  be  held  Wednesday  morning,  April 

28,  1965,  immediately  following  the  First  Reg- 
ular Session  of  the  Association  House  of  Delegates 
meeting,  it  was  determined  to  follow  the  usual 
format:  call  to  order  by  the  President;  invocation, 
the  Pastor  to  be  selected  by  the  incoming  Presi- 
dent; memorial  service  to  be  conducted  by  the 
Pastor;  welcome  by  the  Pima  County  Medical 
Society  President;  response  by  a member  of  the 
Navajo  or  Apache  County  Medical  Society;  intro- 
duction of  distinguished  guests  (to  be  determined 
but  to  include  the  Mayor  of  Tucson);  introduction 
of  the  incoming  President;  and  President’s 
address. 

21)  Association  scientific  section  program:  it  was 
determined,  with  the  change  in  the  General  Ses- 
sion pattern  over  previous  years  to  be  held 
Wednesday  morning,  April  25,  1965,  immediately 
following  the  First  Session  of  the  Association 
House  of  Delegates  meeting,  that  Thursday,  April 

29,  1965,  and  Friday,  April  30,  1965,  be  devoted 
to  the  scientific  section  program.  It  is  anticipated 
there  will  be  specialty  luncheon  meetings  to  be 
scheduled.  In  accordance  with  previous  action  of 
the  House  of  Resolution  adopted  in  1963,  at 
least  one  speaker  from  each  of  the  major  fields, 
i.e.,  internal  medicine,  surgery,  obstetrics  and 
gynecology,  and  pediatrics,  shall  be  included. 

It  was  the  consensus  that  the  meeting  should 
again  be  built  around  and  with  the  general 
practice  in  mind.  Certainly  panel  discussion  pro- 
grams continue  most  favorably  received  and 
attract  good  audiences.  Panel  breakfast  meetings 
will  be  continued,  to  be  held  Thursday  and  Fri- 
day. While  discussion  ensued,  holding  more  than 
one  scientific  session  conducted  at  the  same  time, 
it  is  realized  that  this  might  affect  attendance, 
good  or  bad.  It  was  further  suggested  that, 
following  specialty  group  luncheon  meetings, 
additional  panel  discussions  might  be  scheduled 
for  the  afternoon  commencing  at  3 p.m. 

The  afternoon  session  was  devoted  to  considera- 
tion of  subjects  or  themes  to  be  carried  out 
during  the  1965  scientific  section  program.  Sub- 
jects such  as  “Crash  Injuries;”  “Infectious 
Diseases;”  “Pulmonary  Diseases;”  “Aviation 
Medicine;”  “Outer  Space  Medicine;”  and  “Acci- 
dental Injury”  were  discussed.  Favor  leaned  to- 
ward “Accidental  Diseases.” 
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Suggesting  the  theme  might  be  “Accidents  — 
Our  Number  One  Public  Health  Problem,”  this 
would  be  a field  in  which  the  insurance  com- 
panies are  vitally  interested  and  might  well 
provide  speakers.  “Athletic  Medicine”  could  be 
incorporated  therein  and,  here  again,  the  AMA 
is  playing  an  increasingly  important  part  and  is 
interested  in  this  field.  It  was  determined  to 
explore  this  potential  and  possibly  present  some- 
thing more  specific  at  the  next  meeting.  It  is 
understood  the  Chairman  will  present  a program 
outline  for  review  of  the  Committee  and  action 
at  the  next  meeting. 

MEETING  ADJOURNED  AT  3:15  P.M. 

Charles  E.  Henderson,  M.D. 

Secretary 


RESOLVED,  that  the  Arizona  Medical  Association  go 
on  record  as  commending  the  efforts  of 
individuals,  groups,  foundations,  organ- 
izations, research  institutes,  educational 
institutions  and  others  who  are  working 
diligently  to  bring  about  a successful 
accomplishment  of  the  goal  of  establish- 
ing a medical  school  in  Arizona  at  the 
earliest  feasible  date,  and  be  it  further 

RESOLVED,  that  the  Arizona  Medical  Association  rec- 
ommend to  its  members  that  they  give 
their  full  and  unqualified  support  to  the 
concept  of  a medical  school  the  establish- 
ment of  which  shall  be  carried  forward 
with  all  due  haste  and  speed  within  the 
bounds  of  careful,  sound,  conscientious 
and  meticulous  planning,  and  be  it 
further 


ARIZONA  MEDICAL  SCHOOL 
RESOLUTION  NUMBER  SIXTEEN 


This  resolution  was  introduced  by 
Dermont  W.  Melick,  M.D.,  at  the  1964 
annual  meeting  of  the  Arizona  Medical 
Association  and  was  adopted  by  the 
House  of  Delegates  May  1,  1964 


WHEREAS,  the  University  of  Arizona  is  now  in  the 
beginning  phase  of  the  establishment  of 
of  a medical  school  for  the  State  of 
Arizona,  and 

WHEREAS,  the  citizens  of  the  State  of  Arizona 
through  their  duly  elected  representatives 
in  the  legislature  have  seen  the  wisdom 
of  appropriating  initial  monies  for  the 
beginning  phase  in  the  establishment  of 
the  medical  school,  and 

WHEREAS,  the  Board  of  Regents  of  the  universities 
and  state  colleges  of  the  State  of  Arizona 
have  voted  in  favor  of  the  establishment 
of  a medical  school  at  the  University  of 
Arizona  in  Tucson,  Arizona,  and 


WPIEREAS,  it  is  confidently  predicted  that  the  estab- 
ment  of  a medical  school  will  bring  about 
an  increasing  excellence  in  the  medical 
care  of  the  citizens  of  the  State  of 
Arizona,  and 


WHEREAS,  the  medical  school  will  offer  to  the  phy- 
sicians of  the  State  of  Arizona  a chance 
to  be  apprised  of  the  latest  scientific 
advances  in  the  field  of  medicine,  there- 
fore be  it 


RESOLVED,  that  the  Arizona  Medical  Association 
make  a special  plea  to  each  member 
of  the  Association  to  participate  in  this 
effort  in  an  individual  manner  in  order 
that  the  final  goal  may  be  one  which 
mirrors  an  accomplishment  which  re- 
flects a unanimous  and  undivided  support 
of  the  Arizona  Medical  School. 


LEASE 
A ‘65  Mustang 
Now  for  $69.60 


24  MONTH  LEASE 

Car  Equipped  With  Radio, 

Heater,  Refrigeration,  V8  Motor 

ORDER 

Other  '65  Cars  Now  For  October  Delivery 

All  Makes  and  Models  Available 

SOUTHWEST  AUTO  LEASE 

AM  4-161 1—1 6th  & Camelback 
— At  Read  Mullen  Ford  — 
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why  does 
150  mg. 

SMBr 


do  more  than 
250  mg. 


of  other 
tetracyclines? 


Because  it  has  up  to  3]A>  times  the  in  vitro  antibacterial  activity' ..  .combined  with 
lower  rate  of  decay  in  serum,  slower  renal  clearance ...  a favorable  depot  effect,  result- 
ing from  protein  binding...  all  providing  rapid,  higher  and  sustained  in  vivo  activity  with 
as  much  as  2 days’  extra  activity. 


declomyciN 

DEMETHYLCHLORTETRACYCLINE  HCI 


Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 
Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diar- 
rhea, vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also.-  photodynamic  reaction 
(making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce 
dosage  in  impaired  renal  function.  The  possibility  of  tooth  discoloration  during  development  should 
be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  pregnancy,  in  the  neonatal 
period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCI. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1. Sweeney,  W.  M.;  Dornbush,  A.  C., 
and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetracycline  Compared.  Relative  in  vitro  Activity 
and  Comparative  Serum  Concentrations  During  7 Days  of  Continuous  Therapy.  Amer.  J.  Med.  Sci. 
243:296  (Mar.)  1962. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

75  1 6-3 
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In  systole  and  diastole,  the  human  heart  produces 
a maximum  signal  of  only  a few  millivolts  between 
two  ECG  limb  electrodes.  Mixed  in  with  this  tiny 
signal  may  be  some  unwanted  electrical  “noise”, 
caused  by  power  lines,  nearby  X-ray  or  diathermy 
machines,  or  even  ordinary  office  equipment.  Until 
now,  eliminating  this  noise  from  the  record  usually 
meant  time-consuming  adjustments  and  rerunning 
records  until  the  complexes  were  clear. 

The  new  Sanborn  500  Viso-Cardiette  now  iso- 
lates such  noise  from  the  cardi- 
ac signal  to  an  extent  never 
before  achieved  ■ — and  simulta- 
neously maintains  even  greater 
protection  for  the  patient  with- 
out the  use  of  fragile  patient 
fuses.  The  “500”,  in  effect,  sees 
all  of  the  wanted  ECG  signal 
and  little  or  no  noise,  to  give 
you  a diagnostically  useful  trac- 
ing with  greater  ease  and  speed. 


This  highly  refined  new  instrument  also  uses 
the  new  Redux®  Creme  — an  improved  non- 
abrasive electrolyte  easily  applied  and  removed 
without  rubbing  . . . and  has  operating  features 
including  two  chart  speeds  and  three  recording 
sensitivities,  simplified  control  arrangement,  color- 
coded  patient  cable  and  pictorial  connection  dia- 
gram on  the  instrument  panel.  Housed  in  a com- 
pact, vinyl-clad  aluminum  case  that’s  easy  to  carry, 
or  effortlessly  rolled  on  a matching  mobile  cart, 
this  newest  Sanborn  contribu- 
tion to  cardiography  costs  only 
$695  complete  (delivered,  con- 
tinental U.S.)  or  $820  with 
mobile  cart.  Call  your  local 
Sanborn  office  now  for  details 
and  a demonstration.  Sanborn 
Company,  Medical  Division, 
Waltham,  Mass.  (02154),  a 
division  of  Hewlett-Packard. 


NEW 

SANBORN 

500 

ViSO 


isolates  the  noise  so  only  the  cardiac  signal  goes  on  paper 


Phoenix  Resident  Representative  8341  N.  7th  St.,  943-6917 
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PEPTIC  ULCER  . FUNCTIONAL  H Y P E R M O T I L I T Y • IRRITABLE  COLON 


PRO-BANTHINE  (propantheline  bromide)  Assures  Authoritative 
Anticholinergic  Control  in  Gastrointestinal  Dysfunctions 


The  clear  and  consistent  therapeutic  benefits 
of  Pro-Banthlne  (propantheline  bromide)  have 
fnade  it  the  preferred  anticholinergic  for  the 
past  decade. 

During  that  time,  many  compounds  have 
been  developed  and  proposed  as  alternatives. 
In  the  appraisal  of  Roach1  “. . . few,  if  any,  have 
seemed  to  offer  a distinct  improvement,  . . .” 

Early  investigations  showed  that  Pro- 
Banthlne  (propantheline  bromide)  reduces  mo- 
tility and  acid  secretion  and  may  be  used  in  a 
wide  range  of  dosage,  to  bring  prompt,  positive 
anticholinergic  benefits  to  patients  with  peptic 
ulcer,  spastic  colon,  pylorospasm  and  related 
gastrointestinal  dysfunctions. 

Recent  evaluations  sustain  these  earlier 
judgments.  In  a current  authoritative  assess- 
ment based  mainly  on  the  factors  of  potency, 
superiority  to  atropine,  clinical  experience  and 
physiologic  study,  Steinberg  and  Almy2  select 
as  the  first  two  preferred  anticholinergic  drugs, 
methantheline  [Banthlne]  and  propantheline 
[Pro-Banthlne], 


The  name  Pro-Banthlne  (propantheline  bro- 
mide) sets  a stamp  of  therapeutic  authority  on 
any  anticholinergic  prescription. 

Side  Effects  and  Precautions— Urinary  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically, 
a curare-like  action  may  occur.  The  drug  is  con- 
traindicated in  patients  with  glaucoma  or 
severe  cardiac  disease. 

Dosage— The  usual  adult  dosage  is  one  tablet 
of  15  mg.  with  meals  and  two  at  bedtime; 
this  amount  may  be  doubled  or  tripled  for  pa- 
tients with  severe  conditions.  Pro-Banthlne 
(brand  of  propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

SEARLE 

Chicago,  Illinois  60680 

Research  in  the  Service  of  Medicine 

1.  Roach,  T.  C.:  Therapy  of  Peptic  Ulcer,  J.  Louisiana  Med.  Soc. 
1 15: 136-139  (April)  1963. 

2.  Steinberg,  H.,  and  Almy,  T.  F.,  Drugs  for  Gastrointestinal  Dis- 
turbances, Chapter  21,  in  Modell,  W.  (editor):  Drugs  of  Choice 
-1964-1965,  St.  Louis,  The  C.  V.  Mosby  Company,  1964, 
p.  343. 
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thrown 

for 

a loss... 


Keeping  flies  out  of  pharmaceutical  production 
areas  is  important,  yet  entrances  must  accom- 
modate heavy  traffic  of  people  and  materials. 
In  fact,  at  Eli  Lilly  and  Company,  the  en- 
trances to  certain  production  facilities  where 
traffic  is  heaviest  have  no  screens  or  doors. 
□ This  makes  it  look  easy  for  flies  to  get  in.  But 


let  one  try  it  and  he  is  literally  picked  up  by 
a fast-moving  blast  of  air  and  thrown  for  a 
loss — back  outside.  This  "curtain  of  air,”  mov- 
ing down  and  out  from  the  top  of  the  open 
doorway,  bars  the  entrance  and  keeps  flies  out 
. . . still  another  step  demonstrating  the  care 
that  goes  into  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Treatment  of  Tetanus 
Neonatorum 

Approach  To  Therapy  In  800  Cases 

by 

Jack  H.  Demlow,  M.D. 


This  disease  is  of  frequent  occurrence  in  the  West  Indies  and  other  under- 
developed countries.  This  study,  undertaken  in  the  West  Indies,  outlines 
a treatment  program  for  Tetanus  Neonatorum. 

Esta  enfermedad,  es  de  incidencia  comun  en  Haiti  y otros  paises  poco 
desarrollados.  Este  trabajo.  emprendido  en  Haiti  presenta  un  regimen 
terapeutico  para  el  tetano  neonatal. 


I.  INTRODUCTION 

THIS  paper  is  presented  to  acquaint  interested 
members  of  the  medical  profession  with  one 
approach  to  therapy  currently  being  used  in  the 
management  of  Tetanus  Neonatorum.  The  sur- 
vival and  mortality  figures  accrued  over  a four 
year  period  (1958  to  1961  inclusive)  in  the  man- 
agement of  over  800  patients  using  this  ap- 
proach, are  included  in  this  paper.  Since  you 
and  I,  as  physicians  in  Mexico  and  the  United 
States,  are  fortunate  enough  to  face  this  prob- 
lem infrequently,  it  would  be  difficult  for  us  to 
accumulate  an  adequate  number  of  patients  in 
order  to  evaluate  a therapeutic  regime  in  this 
disease;  thus,  a brief  review  of  the  approach  to 
therapy  currently  being  used  might  give  us  some 
helpful  information  that  we  could  use  should 
we  be  confronted  with  such  a patient  — with 
Tetanus  Neonatorum. 

II.  METHODS  AND  MATERIALS 

a)  Methods 

THE  approach  to  therapy  of  Tetanus  Neona- 
torum presented  in  this  paper  is  one  used  on 
the  Pediatric  Service  of  the  Hospital  Albert 
Schweitzer,  Deschapelles,  Haiti,  West  Indies. 
This  regime  had  been  worked  out  over  a period 
of  years  by  the  following  at  this  Hospital: 

Presented  at  the  annual  meeting.  The  Medical  Society  of  the 
United  States  and  Mexico,  December  5,  1962,  Tucson,  Arizona. 


I.  INTRODUCTION 

JjlSTE  estudio  es  presentado  para  familiarizar 
1 a los  medicos  interesades  con  los  conceptos 
terapeuticos  usados  actualmente  en  el  trata- 
miento  del  tetano  neonatal.  Las  estadisticas  de 
sobrevivencia  y mortalidad  acumuladas  en  un 
periodo  de  4 anos  (1958  al  1961)  en  el  trata- 
miento  de  mas  de  800  casos  usando  estos  con- 
ceptos estan  incluidos  en  este  estudio.  Ya  que 
tanto  Vds.  como  yo,  medicos  de  Mexico  y de 
los  Estados  Unidos  de  Norte  America,  tenemos 
la  suerte  de  no  encontrar  este  problema  frecuen- 
temente,  seria  dificil  para  nosotros  acumular  un 
niimero  adecuado  de  enfermos  para  poder  eval- 
uar  un  regimen  terapeutico  en  esta  enfermedad; 
por  lo  tanto  una  corta  revista  de  los  conceptos 
actuales  que  podemos  usar  nos  puede  dar  in- 
formacion  valiosa  al  confrorntarnos  con  un  caso 
de  Tetano  Neonatal. 

II.  METODOS  Y MATERIAL 

a)  Metodos 

LOS  conceptos  terapeuticos  aqui  presentados 
son  los  usados  en  el  servicio  de  Pediatria  del 
Hospital  Albert  Schweitzer,  Deschapelles,  Haiti, 
y desarrollados  por  varios  anos  por  W.  Larimer 
Mellon,  M.D.,  Florence  N.  Marshall,  M.D.,  R. 
C.  McGovern,  M.D.  y Rachel  Driver,  M.D. 

Presentado  en  la  reunion  anual  de  la  Sociedad  Medica  de  los 
Estados  Unidos  de  Norteamerica  y Mexico,  5 de  diciembre  de 
1962,  Tucson,  Arizona. 


August,  1964 


539 


Original  Articles 

W.  Larimer  Mellon,  M.D.;  Florence  N.  Mar- 
shall, M.D.;  Robert  C.  McGovern,  M.D.;  and 
Rachel  Driver,  M.D. 

SUGGESTIONS  have  been  made,  on  occasion, 
by  heads  of  pediatric  services  of  several  med- 
ical schools  in  the  United  States,  including  Belle- 
vue, New  York  and  Tulane,  New  Orleans.  The 
author  of  this  paper  has  had  no  part  in  the  devel- 
opment of  this  regime,  but  has  been  privileged 
to  visit  this  Hospital  for  brief  periods,  over  the 
past  five  years,  to  observe  and  to  work  with  the 
pediatric  patients. 

This  material  is  currently  unpublished  and 
has  been  made  available  by  the  aforementioned 
physicians,  for  this  report.  The  Survival  and 
Mortality  figures  have  been  tabulated  by  Ger- 
trude G.  Hawes,  R.M.L.  of  the  Hospital  Albert 
Schweitzer. 

The  patients  in  this  series  range  in  age  from 
two  days  to  twenty-nine  days  of  age  — the  great- 
est majority  falling  between  five  and  nine  days 
of  age,  at  the  time  of  admission  to  the  hospital, 
b)  Materials 

The  availability  of  drugs,  oxygen,  constant 
nursing  care,  twenty-four  hours  per  day  and 
medical  supervision  of  these  patients  compare 
very  favorably  with  any  hospital  teaching  school 
or  private  institution  that  I have  seen  in  the 
United  States,  despite  the  location  of  the  Hospi- 
tal Albert  Schweitzer  in  the  relatively  isolated 
area  of  the  sub-tropics  — the  Artibonite  Valley 
in  mountainous,  Central  Haiti,  West  Indies.  The 
average  census  of  the  Tetanus  Neonatorum 
Ward  of  this  Hospital  is  approximately  fifteen 
to  eighteen  patients,  actively  on  therapy  at  all 
times. 

Bacteriologic  studies  are  available  and  are 
done  by  qualified  registered  laboratory  tech- 
nicians, when  needed  for  problems  of  secondary 
bacterial  infections  in  the  treatment  of  these 
patients. 

ns.  DISCUSSION  OF  THERAPY 

Perhaps  the  best  approach  to  discussion  is  sim- 
ply to  review  a full  “set  of  orders”  that  would 
be  written  on  admission  of  an  average  patient. 
These  are  listed  as  follows: 

A.  If  the  patient  is  very  cyanotic  and  convul- 
sive on  admission: 

1—  15  mgm.  Nembutal  (Abbott)  I.M.— 
Stat 

2—  0.5  cc.  Thorazine  — Chloropromazine 


SUGESTIONES  han  sido  ofrecidas  en  ocasiones 
por  los  Jefes  de  Petdiatria  de  varias  Escuelas 
de  Medicina  en  los  E.U.  de  N.A.  incluyendo  Bel- 
levue, New  York,  y Tulane,  New  Orleans.  El 
autor  de  este  estudio  no  ha  tenido  parte  en  el 
desarrollo  del  regimen  pero  ha  tenido  el  priv- 
ilegio  de  visitar  esta  Hospital  por  cortos  periodos 
en  los  ultimos  5 anos  y observar  y trabajar  en 
el  servicio  de  Pediatria. 

El  material  usado  aqui  no  ha  sido  publicado 
y ha  sido  ofrecido  por  los  doctores  mencionados 
para  este  estudio.  Las  estadisticas  han  sido  pre- 
paradas  por  Gertrude  G.  Hawes,  R.M.L.,  de 
dicho  Hospital. 

Los  enfermos  en  esta  serie  varian  en  edad  de 
2 a 29  dias,  la  mayor  parte  entre  5 y 9 dias  de 
edad  en  el  dia  de  entrada  al  hospital, 
b)  Material 

El  acceso  a drogas,  oxigeno,  servicio  de  en- 
fermera  24  horas  al  dia  y supervision  medica 
de  estos  enfermos  se  compara  favorablemente 
con  cualquier  hospital  privado  o de  Escuela 
Medica  que  yo  haya  visto  en  Norte  America  a 
pesar  de  lo  aislado  que  esta  el  Hospital  Albert 
Schweitzer  en  el  tropico,  el  valle  de  Artibonite 
en  las  montanas  de  Haiti  central.  El  promedio 
del  censo  diario  en  la  sala  de  Tetano  Neonatal 
es  aproximadamente  de  15  a 18  enfermos  bajo 
tratamiento  activo  todo  el  tiempo. 

Estudios  bacteriologicos  son  posibles  y hechos 
por  Tecnicos  expertos  cuando  son  necesarios 
en  casos  de  infection  secundaria  para  el  trata- 
miento de  estos  enfermos. 

III.  DISCUSSON  DEL  TRATAMIENTO 

Quizas  el  mejor  acceso  a la  discusion  sera  re- 
visar  las  “ordenes”  escritas,  al  admitir  el  enfermo: 

A.  Si  el  enfermo  esta  cianotico  y con 
convulsiones: 

1 — 15  mgm.  Nembutal  (Abbott)  I.M.  — 
Stat 

2 — 0.5  cc.  Thorazine,  Cloropromazina, 
(Smith,  Kline-French)  I.M.  — Stat 
3 — 3 L de  Oxigeno  / min.  por  cateter  o 
mascara 

4 — Bano  de  esponja  tibio,  para  la  fiebre. 
5 — Cafeina  0.1  cc.  I.M.  si  hay  paro  res- 
piratorio. 

B.  Si  en  enfermo  no  tiene  convulsion,  Ilora  bien 
y chupa  en  ocasiones: 

1 — Tolserol  (Squibb  Mephenesin)  10  gotas 
(15  mgm.)  oralmente  cada  6 horas. 
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(Smith-Kline-French),  I.M.— Stat 

3 — 3 liters  of  O'  through  nasal  catheter 

or  by  mask. 

4 — Tepid  sponges  — p.r.n.  fever 

5 — Caffeine  Sodium  Benzoate,  0.1.  cc. 

I.M.  p.r.n.  for  severe  respiratory  ar- 
rest. 

B.  If  the  infant  not  very  convulsive  — has  a 
good  cry  — sucks  occasionally: 

1 — Tolserol  (Squibb  Mephenesin)  10 

gtts.  (15  mgm.)  p.o.q.  6 h. 

2 — Largactil  (France-Chloropromazine) 

12  gtts.  (12  mgm.),  p.o.q.  6 h. 

3 — Elix  Phenobarbital,  1 tsp.  q 6 hours 

p.o. 

4 — Nembutal,  I.M.  — 19  mgm.  q 6 hours 

for  severe  convulsions 

5 — Caffeine  Sodium  Benzoate,  0.1  cc, 

I.M.  p.r.n.  for  severe  respiratory  ar- 
rest. 

C.  All  patients  receive  in  addition  to  either 
“set”  of  above  orders: 

1 — Tetanus  Antitoxin,  80,000  Units,  I.M. 

(divided  into  several  injection  sites). 

2 — Aqueous  Penicillin,  300,000  units, 

I.M.  — Stat  and  Procaine  Penicillin, 
300,000  Units,  I.M.  — Stat 

3 — 300,000  Units  Procaine  Penicillin, 

I.M.  q day  for  2 weeks. 

4 — Clean  umbilical  stump  — first  with 

alcohol  — then  with  dry,  sterile  ap- 
plicator — then  — keep  dry,  removing 
dried  blood  for  crusts,  gently,  every 
other  day. 

5 — Whole  milk  (powdered  whole  milk) 

starting  with  one-half  to  one  ounce 
every  four  hours  during  the  first 
week,  through  polyetheylene  tubing. 

6 — If  infant  is  very  cyanotic,  in  respira- 

tory distress  and  has  vomited  three 
consecutive  feedings  — then  discon- 
tinue all  feedings  and  oral  medica- 
tions and  give  the  following  over  the 
next  twelve  hour  period: 

a)  Clysis  of  150  cc.  of  Vz  5%  G-W  — 
Vz  N/S  with  5 cc.  of  Tolserol  + 
3 mgm.  of  Largactil  added  to  the 
total  150  cc. 

b)  Resume  previous  orders  after  12 
hours,  if  the  physician  feels  that 
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2 — Largactil  (Chloropromazina,  Lrancia) 

12  gotas  (12  mgm.)  cada  6 horas  via 
oral. 

3 — Elixir  de  Fenobarbital  5 c.c.  cada  6 

horas.  Via  oral. 

4 — Nembutal  10  mgm.  I.M.  cada  6 horas 

si  hay  convulsion 

5 — Cafeina  0.1  cc.  I.M.  si  hay  paro  res- 

piratorio. 

C.  Todos  los  enfermos  reciben  ademas: 

1 — Suero  antitetanico.  80,000  Unidades 

I.M.  (divididas  en  varios  sitios). 

2 — Penicilina  acuosa;  300,000  U.  I.M.  — 

Stat  y Penicilina  Procaina  300,000  U. 
stat. 

3 — Penicilina  Procaina,  300,000  U.  diarias 

por  2 semanas. 

4 — Limpieza  del  mufion  umbilical,  primero 

con  alcohol,  despues  con  aplicador 
esteril,  y mantener  el  mufion  limpio 
quitando  las  costras  cada  dos  dias. 

5 — Leche  entera  (polvo)  empezando  con 

Vz  a 1 onza  cada  4 horas  la  primera 
semana  por  medio  de  tubo  poletilen- 
ico. 

6 — Si  el  enfermo  esta  muy  cianotico,  con 

dificultad  respiratoria  y ha  vomitado  3 
veces  consecutivas  — se  discontinua  la 
alimentacion  y las  medicinas  orales  y 
se  administra  lo  siguiente  por  las 
proximas  12  horas: 

a)  Clisis  de  150  cc.  de  mitad  de  5% 
Glucosa  en  agua  y mitad  de  solu- 
cion  salina  fisiologiea  con  5 cc. 
Tolserol  y 3 mgm.  de  Largactil. 

b)  Resumir  las  ordenes  previas  des- 
pues de  12  horas  si  la  condition 
del  enfermo  es  satisfactory. 

7 — Si  el  enfermo  esta  muy  agotado  y 

presenta  convulsiones  debiles  y paros 
respiratrios  frecuentes,  — se  usa  Oxi- 
geno  y se  discontinuan  todos  los  sedan- 
tes  y relajantes  musculares  hasta  que 
el  estado  general  haya  mejorado. 

8 — Si  hay  paro  respiratorio  se  comienza 

immediatamente  la  respiracion  artifical 
que  se  mantendra  hasta  comenzar  la 
respiracion  espontanea. 
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the  patient’s  condition  is  satisfac- 
tory to  do  so. 

7 — If  infant  is  limp  and  has  long  and 

frequent  respiratory  arrests  and  weak 
convulsions  — then  — use  additional 
O2  and  discontinue  all  sedation  and 
muscle  relaxants  until  infant’s  condi- 
tion has  improved. 

8 — Upon  respiratory  arrest  — institute 

prompt,  but  gentle  artificial  respira- 
tion and  maintain  same  until  spon- 
taneous respiration  resumes. 

IN  addition  to  the  above  “set  of  orders”,  Strep- 
tomycin, 40  mgm./kg.  is  being  given  I.M.  di- 
vided into  q 12  hours  dosage  on  admission  and 
continued  for  one  week  to  all  infants,  to  elim- 
inate any  gram  negative  omphalitis. 

All  medications  are  eliminated  by  the  end  of 
the  first  two  weeks  — or  as  soon  thereafter  as 
the  patient’s  condition  permits. 

Obviously,  many  other  medications  are  used 
on  a given  patient  in  the  course  of  this  illness  to 
combat  other  problems,  for  example  secondary 
infection  and  malnutrition.  These  are  frequent, 
as  one  would  expect  in  a patient  living  in  pover- 
ty in  the  sub-tropics  and,  undoubtedly,  have 
some  effect  on  mortality.  Since  this  paper  is 
concerned  only  with  the  therapy  of  the  basic 
disease.  Tetanus,  details  of  these  additional 
problems  that  are  peculiar  to  the  geographic  lo- 
cation of  the  patients,  are  omitted. 

Summarizing  the  basic  fundamentals  of  the 
preceding  “orders”,  one  sees  that  therapy  is  sim- 
ply the  judicious  use  of  a combination  of  the 
following: 

a)  Sedatives 

b)  Muscle  Relaxants 

c )  Chloropromazine 

d)  Tetanus  Antitoxin 

e)  Antibiotics 

f)  Constant,  expert,  nursing  care  by 
those  nurses  or  nurses  aides  with 
experience  and  good  judgment. 

I T is  not  uncommon  for  one  to  have  an  infant 
1 in  severe  respiratory  arrest,  frequently.  How- 
ever, with  artificial  respiration  given  properly 
by  well  trained  personnel,  from  five  to  fifteen 
minutes,  the  infants  usually  resume  spontaneous 
respirations  without  too  much  difficulty. 

Twenty-four  hour,  constant,  nursing  care  by 
two  or  more  trained  nurses  or  nurses  aides  is  of 
prime  importance. 


Se  administra  ademas  de  las  “ordenes”  ya  men- 
cionadas  40  mg.  de  Estreptomicina  por  Kg.  I.M. 
cada  12  horas  durante  una  semana  para  evitar 
la  onfalitis  por  bacterias  Gram  Negativas. 

Todas  las  medicinas  son  descontinuadas  al  fin 
de  dos  semanas  o tan  pronto  lo  permita  el  estado 
del  enfermo. 

Desde  luego,  otras  medicinas  son  administra- 
das  en  el  curso  de  la  enfermedad  para  combatir 
otros  problemas  como  infecciones  secundarias 
y el  marasmo.  Estas  son  frecuentes  como  es  de 
esperar  en  enfermos  que  viven  en  extrema  pob- 
reza  y esto  influye  la  mortalidad.  Como  este 
estudio  esta  dedicado  solamente  al  tratamiento 
de  la  enfermedad  basica,  Tetano,  los  otros  prob- 
lemas peculiares  al  lugar  geografico  del  enfermo 
seran  omitidos. 

Sumarizando  los  fundamentos  basicos  de  las 
“ordenes  mencionadas”  es  facil  ver  que  la  ter- 
apia  consiste  simplemente  en  el  uso  cuidadoso  de 
una  combinacion  de  lo  siguiente: 

a)  Sedantes 

b)  Relajantes  musculares 

c)  Cloropromazina 

d)  Suero  antitetanico  (Antitoxina) 

e)  Antibioticos 

f)  Cuidado  constante  y experto  por  en- 
fermeras  con  experiencia  y buen 
sentido  comun. 

No  es  raro  encontrarse  con  un  enfermito  suf- 
riendo  de  paro  respiratorio  severe.  Sin  embargo 
con  el  uso  de  la  respiracion  artificial  bien  admin- 
istrada  por  5 a 40  minutos  los  enfermos  recuper- 
an  la  respiracion  espontanea  sin  mucha  dificul- 
tad. 

El  cuidado  constante  las  24  horas  por  enferm- 
eras  o ayudantes  es  de  prima  importancia. 

IV  RESULTADOS  — SOBREVIVENCIA 
Y MORTALIDAD 

1958 

Casos  24 

Varones  — (69)  - o— 56% 

Hembras  — (55)  - o— 44% 

Mejorados  - 76  o 61% 

Muertos  - 48  o 39% 

1959 

Casos  189 

Varones  — (93)  - o— 49% 

Hembras  — (96)  - o— 51% 

Mejorados  - 81  o 48% 

Muertos  - 98  o 52% 
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IV.  RESULTS  — SURVIVAL  AND 
MORTALITY 

1958 

Total  Cases 124 

Male  (69)— or— 56% 

Female  . . (55)— or— 44% 
Improved  .76— or— 61% 
Expired  . . . 48— or— 39% 

1959 

Total  Cases 189 

Male  (93)— or— 49% 

Female  ..  (96)— or— 51% 
Improved  . 81— or— 48% 
Expired  . . . 98— or— 52% 

1960 

Total  Cases 231 

Male  . . ,(117)-or-51% 
Female  . (114)— or— 49% 
Improved  . . Ill— or— 48% 
Expired  . . 120— or— 52% 

1961 

Total  Cases  269 

Male  . . ,(138)-or-51% 
Female  . (131)-or-49% 
Improved  104— or— 39% 
Expired  . . 166— or— 61% 

FOUR-YEAR  AVERAGE 


Total  Cases  813 

Improved  45.6% 

Expired  54.4% 


T is  felt  that  the  increase  in  mortality  in  1961, 
in  part,  may  be  clue  to  two  factors: 

1)  In  the  years,  1958,  1959,  and  1960,  most  of 
the  infants  admitted  to  the  Hospital  were 
brought  in  from  the  immediate  “District”,  (an 
area  in  the  immediate  vicinity  of  Hospital  Al- 
bert Schweitzer).  As  the  word  of  the  Hospital 
and  its  care  has  spread  among  the  Haitian  peo- 
ple more  of  the  infants  in  1961  were  brought 
to  the  Hospital  for  admission  from  “Out  of  the 
District”  — that  is,  from  greater  distances  from 
the  Hospital.  These  patients  were  in  greater  dis- 
tress and  further  advanced  at  the  time  of  their 
admission.  This  is  shown  by  the  following  group 
of  figures,  noticing  particularly  that  30%  of  the 
patients  in  1961  were  from  “Out  of  District’’  as 
compared  to  16%  in  1960: 


“In  District 

“Out  of  District 

Patients” 

Patients” 

1958 

85% 

18% 

1959 

92% 

8% 

1960 

84% 

16% 

1961 

70% 

30% 

2)  The  other  possible  factor  that  some  of  the 
physicians  feel  may  play  a part,  is  that  they  may 
have  become  “too  cautious”  with  the  feedings 
over  a long  period.  They  currently  feel  that  after 
the  first  three  to  four  days,  feeding  with  whole 
milk  (powdered  whole  milk)  should  be  moved 
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I960 

Casos  231 

Varones— (117)—  o— 51% 

Hembras  - (114)  -o-  49% 

Mejorados  - 111  o 48% 

Muertos  - 120  o 52% 


1961 

Casos  269 

Varones  - (138)  - o-  51% 
Hembras  - (131)  - o 49% 
Mejorados  - 104  o 39% 
Muertos  - 166  o 61% 


PROMEDIO  DE  CUATRO  ANOS 

Total  de  Casos 813 

Mejorados  45.6% 

Muertos  54.4% 


SE  cree  que  el  aumento  en  la  mortalidad  en 
1961  se  debe  en  parte  a dos  factores: 

1 ) En  los  1958,  1959  y 1960  la  mayoria  de  los 
ninos  admitidos  al  Hospital  fueron  traidos  del 
“Distrito”  inmediato,  (area  en  la  vecindad  del 
Hospital  Albert  Schweitzer).  Al  extenderse  la 
fama  del  Hospital  y del  tratamiento  entre  el 
resto  de  la  poblacion,  la  mayoria  de  los  ninos 
durante  1961  vinieron  de  “fuera  del  Distrito”, 
esto  es,  de  distancias  mas  lejanas  del  Hospital. 
Estos  ninos  estaban  mas  enfermos  y la  enferme- 
dad  mas  avanzada  al  tiempo  de  su  ingreso.  Esto 
es  mas  evidente  al  examinar  el  viguiente  grupo 
de  numeros,  notandose  especialmente  que  30% 
de  los  enfermos  en  1961  fueron  de  “fuera  del 
distrito”  en  comparacion  a 16%  en  1960: 


“Distrito” 

“Fuera  Del 
“Distrito” 

1958 

85% 

18% 

1959 

92% 

8% 

1960 

84% 

16% 

1961 

70% 

30% 

2)  Otro  posible  factor  en  la  opinion  de  algu- 
nos  de  los  medicos  es  la  posibilidad  de  haber 
sido  “muy  cuidadosos”  con  la  alimentacion  por 
un  periodo  muy  largo.  Al  presente  son  de  la 
opinion  que  despues  de  los  primeros  tres  a cua- 
tro  dias  la  alimentacion  con  leche  “entera”  ( leche 
en  polvo)  se  debe  de  aumentar  rapidamente  a 


August,  1964 


543 


Original  Articles 

up  quickly  to  two  ounces  every  four  hours.  This 
has  been  done  over  the  last  six  months,  and  the 
infants  seem  to  be  doing  better. 

V.  CONCLUSION 

1)  An  approach  to  therapy  of  Tetanus  Ne- 
onatorum currently  in  use  has  been  pre- 
sented. 

2)  The  Survival  and  Mortality  Figures,  using 
this  approach  in  the  series  of  over  800 
cases,  during  a four  year  period  (1958  to 
1961)  have  been  presented. 

3)  In  addition,  it  should  be  mentioned  that 
the  important  problem  of  prophylaxis  in 
this  disease  is  not  being  ignored,  in  the 
area  served  by  the  Hospital  Albert 
Schweitzer.  There  has  been  for  several 
years,  an  active  program  in  micl-wifery, 
immunization  of  pregnant  mothers  in  the 
last  trimester  against  Tetanus,  and  an 
active  immunization  program  in  infants 
and  children. 

4)  The  average  number  of  Tetanus  Toxoid 
injections  given  to  infants  and  children 
in  the  Out-Patient  Clinic  of  Hospital  Al- 
bert Schweitzer  in  the  month  of  October, 
1962,  was  200  per  week. 


dos  onzas  cada  4 horas.  Esto  se  ha  hecho  dur- 
ante los  ultimos  seis  meses  y los  bebes  parecen 
mejorar  mas  rapidamente. 

V CONCLUSION 

1 ) Conceptos  terapeuticos  actualmente  usa- 
dos  en  el  tratamiento  del  Tetano  Neonatal 
han  sido  presentados. 

2)  Las  estadisticas  de  sobrevivencia  y mortal- 
idad  usando  esos  conceptos  en  una  serie 
de  800  casos  durante  un  periodo  de  4 anos 
(1958  a 1960)  han  sido  presentadas. 

3)  Se  debe  tambien  mencionar  que  el  impor- 
tante  problema  de  profilaxis  de  esta  enfer- 
medad  no  ha  sido  ignorado  en  la  area  que 
sirve  el  Hospital  Albert  Schweitzer.  Por 
varios  anos  ha  habido  un  programa  actico 
de  education  de  partenas  e inmunizacion 
contra  el  Tetano  de  las  madres  durante  el 
ultimo  trimestre  de  gestation,  asi  como  de 
los  infantes  y ninos. 

4)  El  promedio  de  inyecciones  de  Toxoide 
Tetanico  administradas  a los  infantes  y 
ninos  en  la  Clinica  del  Hospital  Albert 
Schweitzer  en  el  mes  de  Octubre  de  1962 
due  de  200  por  semana. 


In  recognition  of  HOPE  around  the  world 

We  are  pleased  to  bring  you  the  HOPE  Christmas  card  for  the  1964  holiday  season.  By  this 
time.  Project  HOPE  will  have  extended  its  medical  teaching-healing  missions  to  the  people  of 
three  continents. 

The  doctors  and  nurses  of  the  white  hospital  ship,  S.S.  HOPE,  have  seen  the  face  of  the  hopeless 
turn  to  hope  in  Indonesia,  Viet  Nam,  Peru  and  Ecuador.  Soon  HOPE  services  will  extend  to  Guinea 
in  West  Africa.  These  good  Americans,  many  working  without  pay,  teach  local  professionals  in 
newly  emerging  nations  who,  in  turn,  teach  others.  HOPE'S  impact  thus  grows  and  spreads. 

Project  HOPE  needs  the  continuing  support  of  more  Americans  who  believe  in  the  importance 
of  passing  on  this  legacy  of  our  nation's  medical  knowledge,  friendship,  compassion  and  good 
will. 

The  HOPE  Christmas  card  is  3 %"  x 8V2"  and  is  a warm  red  and  inscribed  in  rich  gold  are 
the  names  of  the  S.S.  HOPE'S  ports  of  call.  Each  letter  of  HOPE  is  outlined  in  scroll. 

Its  message  is  meaningful  and  universal  . . . 

MAY  PEACE,  JOY  AND  THE  FULMILLMENT  OF  HOPE 
BE  YOURS  THIS  HOLIDAY  SEASON 

Twenty  red  cards  and  white  envelopes  are  available  at  the  price  of  $3.00  per  box.  A special 
price  of  $2.50  per  box  is  offered  for  an  order  of  twenty  or  more  boxes. 

The  additional  cost  to  order  cards  imprinted  with  your  name  is:  One  box  (twenty  cards)  at  $2.00. 
Add  35c  for  each  additional  box  up  to  twenty  boxes.  If  you  are  interested  in  a larger  imprinting 
order,  please  let  us  know  so  that  you  may  take  advantage  of  a further  reduction  in  imprinting  cost. 

You  can  order  your  HOPE  Christmas  cards  from: 

Project  HOPE/Christmas  Cards 
1 01  6— 20th  Street,  N.W. 

Washington,  D.C.  20036 
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Heart  Disease  and  Pregnancy 

Part  III 

Postpartal 

Heart  Disease  With 
Reference  to  Other 
Unusual  Types 

by 

George  C.  Griffith,  M.D. 
Richard  P.  Boggs,  M.D. 


To  complete  the  series  on  Heart  Disease  and  Pregnancy,  the  authors  de- 
scribe several  unusual  types  of  cardiopathy  associated  with  pregnancy 
with  emphasis  of  the  enigma  of  postpartal  heart  disease. 


I.  The  Heart  in  Toxemia  and  Hypertension 
in  Pregnant  Women 

THE  effects  of  uncomplicated  preeclampsia 
and  eclampsia  on  the  heart  during  pregnancy 
are  as  yet  unknown.  Similarly,  much  less  is 
known  about  the  effect  of  pregnancy  on  patients 
with  essential  hypertension  or  hypertension  as- 
sociated with  kidney  disease  than  its  effect  on 
patients  with  chronic  rheumatic  heart  disease. 

From  available  data,  it  is  believed  that  the 
carefully  controlled  woman  with  mild  essential 
hypertension  takes  about  the  same  risk  of  death 
in  pregnancy  as  does  the  the  carefully  controlled 
“favorable”  patient  with  rheumatic  heart  dis- 
ease. The  woman  with  severe  hypertension  and 
an  enlarged  heart  faces  a risk  approximately 
as  great  as  does  the  “unfavorable”  cardiac.  It  is 
further  suggested  that  women  who  have  essen- 
tial hypertension  and  are  allowed  to  continue 
pregnancy  without  special  precautions  have  a 
much  higher  incidence  of  toxemia  than  nor- 
mal. (1)  (2) 

Emeritus  Professor  of  Medicine  — Cardiology,  University  of 
Southern  California  School  of  Medicine. 

Resident  — Internal  Medicine,  Los  Angeles  County  Hospital, 
California. 


ANY  women  with  uncomplicated  mild  pree- 
clampsia and  eclampsia  develop  edema  of  the 
lungs  and  an  occasional  one  develops  paroxys- 
mal dyspnea,  even  though  the  signs  of  pree- 
clampsia may  be  mild.  Whether  this  pulmonary 
edema  is  the  result  of  left  ventricular  failure  or 
only  another  manifestation  of  the  general  fluid 
retention  is  as  yet  undetermined.  However,  pul- 
monary edema  with  or  without  paroxysmal 
dyspnea  is  believed  to  indicate  the  usual  treat- 
ment for  congestive  failure,  including  digitali- 
zation. Recurrent  attacks  of  paroxysmal  dyspnea 
in  preeclampia  is  a dangerous  sign  and  is  be- 
lieved by  some  to  indicate  interruption  of  preg- 
nancy. ( 1 ) ( 3 ) ( 4 ) 


II.  Postpartal  Heart  Disease 

Much  confusion  has  surrounded  the  cardio- 
myopathy termed  “postpartal  heart  disease”. 
Until  recently,  adequate  diagnostic  criteria  have 
been  lacking,  resulting  in  antepartal  and  partal 
conditions  being  included  in  this  category. 
Heart  disease  peculiar  to  the  puerperium  was 
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probably  first  referred  to  by  Virchow  in  1870, 
when  he  noted  the  similarity  between  idiopathic 
myocardial  degeneration  found  in  women  who 
died  in  the  puerperium  and  phosphorus  poison- 
ing. (5) 

UBSEQUENT  reports  of  postpartal  heart  dis- 
r ease  by  Campbell  (6)  Lennie  (7)  Herrman  (8) 
Gouley(9)  Hull (10,11)  and  Musser(12)  have 
been  somewhat  ambiguous  in  that  they  included 
a number  of  cases  of  heart  disease  with  the  onset 
of  symptoms  in  the  antepartal  and  partal  period. 
Many  of  these  cases  had  an  etiology  referrable 
to  specific  disease,  especially  pre-eclamptic  tox- 
emia of  pregnancy;  nephritis  and  hypertension 
of  non-toxemic  origin.  Some  had  a non-specific 
myocarditis  while  others  were  complicated  by 
pulmonary  thrombosis  or  embolism  so  as  to  cast 
doubt  as  to  whether  or  not  the  postpartal  period 
was  significant  in  the  etiology. 

Musser  in  a later  report  ( 13 ) suggested  that 
more  rigid  criteria  were  needed  to  define  this 
entity.  These  included  the  onset  of  the  syn- 
drome sometime  after  the  14th  postpartal  day 
and  the  absence  of  any  illness  known  to  produce 
cardiovascular  disease  including  freedom  from 
any  symptoms  of  cardiac  failure  prior  to  deliv- 
ery. Reid  in  his  report  of  postpartal  heart  dis- 
ease in  South  Africa,  ( 14 ) included  in  addition 
to  the  above  criteria,  freedom  from  hypertensive 
retinopathy  and  absence  of  albuminuria,  granu- 
lar casts  and  cells  in  the  urine.  These  restrictions 
tend  to  make  the  diagnosis  of  postpartal  heart 
disease  less  common  and  by  definition  elimi- 
nates other  causes  of  heart  disease  which  have 
beclouded  this  problem  in  the  past. 


A.  CLINICAL  FEATURES 

The  earliest  symptoms  usually  appear  be- 
tween two  to  six  weeks  after  partuartion.  As  a 
rule  the  onset  is  insidious  with  increasing 
cough,  dyspnea,  and  pedal  edema— the  edema 
gradually  increasing  in  severity  and  effusions 
in  the  serous  cavities  are  frequent.  Cardiac 
enlargement  is  usually  marked,  this  is  associ- 
ated with  a rapid  heart  rate,  low  pulse  pres- 
sure, abdominal  and  chest  pain  — usually  a 
tight  oppressive  sensation.  Usually,  the  dias- 


tolic blood  pressure  is  elevated  and  occasion- 
ally both  systolic  and  diastolic  pressure  are 
elevated,  the  latter  being  most  effected.  Lab- 
oratory data  are  non-specific.  Almost  invari- 
ably, upon  fluoroscopic  examination  of  the 
heart,  a generalized  dilatation  is  described. 
The  electrocardiogram  is  usually  abnormal 
but  not  distinctive,  demonstrating  some  left 
axis  deviation,  non-specific  T wave  changes 
with  a prolonged  Q-T  interval  and  a tendency 
to  low  voltage  of  the  QRS  and  T waves. 
Urinalysis  is  the  same  as  that  found  in  any 
type  of  congestive  failure.  Hemogram  and 
blood  chemistries  are  within  normal  limits. 

ONE  characteristic  of  postpartal  heart  dis- 
ease is  the  refractoriness  to  treatment.  Com- 
pensation is  usually  much  more  difficult  to 
attain  than  in  the  recognized  etiological  types 
of  heart  disease.  However,  the  long  term 
prognosis  is  good.  With  the  usual  regimen  for 
congestive  failure,  these  patients  commonly 
make  a complete  recovery  within  two  to  four 
weeks.  Recurrences  with  subsequent  preg- 
nancies have  been  encountered  in  a number 
of  patients.  Concerning  treatment,  it  is  inter- 
esting that  many  patients  with  postpartal 
heart  disease  exhibit  an  increased  sensitivity 
to  digitalis.  (15)  This  characteristic  was  di- 
rectly proportional  to  the  severity  of  the  pa- 
tient’s clinical  state. 

A number  of  reports  (6,12,14,15)  have  no- 
ted that  this  syndrome  is  much  more  common 
in  the  colored  race  than  in  the  white  race; 
that  the  majority  were  multiparous;  that  the 
incidence  of  toxemias  and  twin  births  in  these 
patients  is  higher  than  usual.  Inadequate  ante- 
partal medical  care  and  a poor  dietary  history 
with  malnutrition  is  often  obtained.  The  re- 
ported incidence  of  embolic  phenomenon  var- 
ies widely,  with  a high  of  25%  reported  by 
Hull.  (11)  Pulmonary  embolism  occurs  more 
frequently  than  peripheral  embolism  and  post- 
mortem examinations  have  shown  stasis 
thrombi  in  the  ventricles. 

T the  present  time,  there  is  no  adequate 
explanation  for  the  reported  regional  differ- 
ences in  the  incidence  and  type  of  postpartal 
heart  disease.  Reid  ( 14 ) reported  two  sepa- 
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rate  groups  of  cardiomyopathies  found  in  Af- 
rica. Group  A from  northern,  eastern,  and 
western  Africa  have  extensive  endomyocar- 
dial fibrosis  while  the  cardiomyopathy  found 
in  the  African  from  the  south  is  largely  free 
of  this  fibrosis.  (16,17)  Clinical  and  patholog- 
ical studies  ( 18,19,20)  of  the  south  African 
type  emphasize  that  the  endocardial  changes 
that  do  occur  are  very  different  in  degree  from 
the  gross  changes  of  the  northern  group. 

B.  PATHOLOGY 

The  gross  and  microscopic  pathology  in  this 
unusual  type  of  heart  disease  is  not  yet  fully 
defined.  However,  there  are  some  features 
which  are  regarded  as  distinct.  Gross  exami- 
nation of  the  heart  shows  generalized  dilata- 
tion with  only  slight  hypertrophy.  Ante-mor- 
tem thrombi  are  frequently  found  enmeshed 
in  the  trabeculae  carnae.  Microscopically,  the 
pathology  is  characterized  by  focal  and  dif- 
fuse lesions  of  parenchymatous  degeneration, 
chiefly  swollen,  fragmented,  disintegrating 
muscle  fibers  with  lesser  involvement  of  the 
nuclei.  Necrotic  foci  are  numerous  with  mini- 
mal to  moderate  degrees  of  cellular  infiltra- 
tion, chiefly  lymphocytic.  Reference  has  been 
made  to  the  clinical  similarity  of  postpartal 
heart  disease  and  idiopathic  or  Fiedler’s  myo- 
carditis^ 15)  Woolford(21)  and  other  authors 
( 22,23 ) in  their  pathologic  descriptions  of 
postpartal  heart  disease  emphasize  that  the 
microscopic  findings  were  degenerative  and 
NOT  inflammatory,  and  thus  distinct  from 
Fiedler’s  myocarditis.  Variations  of  opinion 
exist  and  will  require  further  histological  eval- 
uation to  resolve  this  question. 

C.  PATHOGENESIS 

The  relationship  of  pregnancy  and  the  puer- 
perium  to  this  type  of  heart  disease  is  un- 
known and  speculative.  Numerous  ideas  have 
been  advanced.  It  is  suggested  that  this  con- 
dition may  represent  an  atypical  hyperten- 
sive state  resulting  from  an  activated  glom- 
erulonephritis or  the  so-called  myocardial  fail- 
ure of  essential  hypertension.  Hull(ll)  states 
that  the  clinical  pictures  of  cardiac  beri-beri 
and  postpartal  heart  disease  are  identical,  if 
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one  disregards  the  neurological  features  of 
beri-beri.  Could  this  be  another  rare  type  of 
isolated  myocarditis  of  probable  infectious 
etiology?  Detailed  information  is  needed  con- 
cerning the  normal  and  abnormal  physiology 
of  gestation  with  special  reference  to  nutri- 
tional, hormonal,  genetic  and  geographic  fea- 
tures and  their  relationship  to  the  cardiovas- 
cular effects  of  pregnancy.  What  role  is  played 
by  the  postpartal  involutional  changes  that 
take  place  and  how  is  this  possibly  related  to 
the  latent  period  between  delivery  and  the 
onset  of  cardiac  disease?  It  has  been  suggest- 
ed that  an  autoimmune  mechanism  ( 15 ) may 
be  the  basis  for  postpartal  heart  disease. 
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Arizona’s  History  of  Surgery 
Part  IV 

by 

Audrey  D.  Stevens 


MRS.  STEVENS 


The  turn  of  the  century  brings  a turn  to  more  advanced  medicine  in 
Arizona.  The  first  clinical  and  X-Ray  laboratory  opens  in  Phoenix. 


CHAPTER  III 

Late  Territorial  and  Early  State  Doctors 

APPROXIMATELY  1900  Arizona  was  starting 
to  bloom.  Tucson  was  the  largest  city,  Phoe- 
nix was  just  a mere  village  and  the  rest  were 
either  mining  camps  or  very  small  settle- 
ments^ 1)  Hospitals  were  still  provided  mostly 
by  the  mining  companies  or  the  counties. (2) 
Small  hospitals  such  as  St.  Mary’s  in  Tucson  and 
St.  Joseph’s  in  Phoenix  were  conducted  mostly 
for  medical  patients.  Roth  were  twelve  bed 
hospitals  but  St.  Mary’s  Hospital  had  an  operat- 
ing room  shortly  after  Dr.  George  E.  Goodfel- 
low’s  arrival  in  Tucson.(4)  (However,  after  a 
stay  in  Tucson  Dr.  Goodfellow  established  his 
own  hospital. ) ( 5 ) 

Because  of  the  lack  of  hospitals  most  of  the 
surgeons  operated  at  the  patient’s  home  on  the 
kitchen  table.  The  doctors  carried  a pan  along 
with  their  instruments  in  their  medical  bag. 
The  pan  was  used  to  sterilize  the  instruments  on 
the  kerosene  or  wood  stove  which  every  pioneer 
had  in  his  home.(6) 

Sterilization  was  not  overly  emphasized,  to 
put  it  mildly,  in  the  late  1890’s  and  early  1900’s. 
To  prepare  himself  for  the  operation  the  surgeon 
would  remove  his  coat,  roll  up  his  sleeves,  wash 

This  is  the  fourth  part  of  a five-part  series  by  the  wife  of 
W.  C.  Stevens,  M.D.  of  Kearney,  Arizona. 


his  hands  with  soap  and  warm  water,  put  on 
an  unsterilized  rubber  apron  (to  protect  his 
trousers)  and  start  to  operate!  None  of  the  post- 
operative methods  used  today  were  used  then. 
For  example,  after  an  operation  water  was  with- 
held for  two  or  three  days. (7) 

IN  1895  Dr.  George  E.  Goodfellow  used  spinal 
anesthesia  by  use  of  cocaine.  He  used  the 
needle  approach  through  the  interspinous  liga- 
ments rather  than  the  lateral  foramina.  Dr.  Emil 
C.  Houle  personally  assisted  Dr.  Goodfellow  with 
two  operations  in  1910  in  which  Dr.  Goodfellow 
used  spinal  anesthesia.  (From  1907  until  Dr. 
Goodfellow’s  death  Dr.  Houle  was  his  assistant). 
(8) 

Southwestern  Medicine  published  in  August, 
1924,  a paper  by  Dr.  Whitmore  in  which  he  states 
that  from  1892  until  1910  he  didn’t  think  he 
gave  ether  as  an  anesthetic  over  half  a dozen 
times  but  always  used  chloroform.  He  had  a 
theory  that  chloroform  did  very  well  around 
Tucson  because  of  the  pure  atmosphere  and 
warm  climate. (9)  Among  his  papers  he  had  a 
short  resume  of  his  medical  life  in  Tucson  and 
stated  that  he  averaged  giving  one  hundred 
anesthetics  a year  over  a period  of  thirty-two 
years  of  practice.  ( 10 ) Chloroform  was  certainly 
the  choice  of  anaesthetics.  The  reason  for  this 
was  because  of  the  odor  and  method  used  in  giv- 
ing the  ether.  Most  often  physical  force  had  to 
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be  used  on  the  patient  in  order  to  administer 
the  ether.  (11)  Another  doctor  wrote,  “Of  course 
there  was  always  the  hip  flask  which  the  lumber- 
jacks, miners  and  cowboys  always  had  availa- 
ble.” (12) 

I1EFORE  1909,  when  Dr.  H.  D.  Keteherside  was 
ll  a boy  in  grade  school  at  Yuma,  Arizona  his 
father  on  occasions  took  him  out  of  school  to 
help  on  an  operation.  His  brother,  Dr.  J.  A. 
Keteherside  did  the  surgery.  His  father,  Dr.  E.  B. 
Keteherside  gave  the  anesthesia  (usually  chloro- 
form) and  Mrs.  Wilson  acted  as  scrub  nurse. 
The  operations  were  performed  at  the  Wilson 
house  as  there  wasn’t  a hospital  at  Yuma  at  that 
time.  ( 13 ) 

Early  in  1910  the  drop  method  of  ether  became 
the  choice  of  most  anesthetists.  ( 14 ) Along  with 
the  change  from  chloroform  to  ether  came  the 
idea  of  better  sterilization.  To  obtain  cleanli- 
ness for  surgery  the  surgeons  used  a generous 
supply  of  green  soap,  then  immersed  their  hands 
in  potassium  permanganate  and  followed  this 
with  oxalic  acid  and  bichloride  of  mercury.  (15) 
Black  rubber  gloves  came  into  general  use. 
For  suture  they  used  cat  gut  and  silk  worm 
gut.  (16)  The  white  operating  gown  took  the 
place  of  the  rubber  apron  as  mentioned  in  the 
transcription  of  a tape  I took  of  Dr.  John  E. 
Bacon.  To  quote  Dr.  Bason: 

IN  1910  I had  to  open  a temporary  hospital. 

It  was  just  a cottage  and  I had  to  do  a little 
remodeling.  I had  two  nurses  straight  from  a 
New  York  hospital.  They  thought  Miami  was  a 
good  place  and  that  there  must  be  a lot  of  un- 
attached males.  One  was  Miss  Moran,  Irish,  red- 
headed, and  one  of  the  best  nurses  you  ever 
saw  in  the  world.  The  other  was  Miss  Duffy  and 
she  was  almost  as  good.  Close  to  the  hospital 
there  was  a shaft  that  went  into  the  Miami 
mine  and  was  reached  by  a footpath  from  the 
road  below.  One  morning  a miner  was  walking 
up  that  footpath  alone  and  he  heard  somebody 
groan  and  he  went  over  to  see  what  it  was. 
It  was  another  laborer  that  had  been  slashed 
through  the  abdomen  with  a knife.  He  was  un- 
conscious and  there  were  flies  walking  around 
on  the  wounded  man.  The  laborer  was  scared 
to  death,  he  turned  and  ran  to  the  top  of  the 
shaft  to  get  a stretcher  and  they  brought  that 
fellow  back.  Well,  I saw  that  we  must  get  at  that 
right  away.  We  couldn’t  waste  an  hour  because 
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it  had  been  contaminated  by  those  flies.  So 
1 took  Miss  Moran  and  we  went  into  the  operat- 
ing room  and  I worked  as  hard  as  I could.  I 
used  about  fifty  gallons  of  water.  We  poured  it  in 
and  kept  pouring  it  in  and  finally  I was  satisfied. 
I packed  the  entrails  back  in,  and  was  almost 
ready  to  close  when  I heard  a great  commotion 
happening  right  outside  the  door.  I did  not 
know  whose  voice  it  was  — I never  knew  the  man 
and  never  saw  him  before  but  he  was  swearing 
very  loudly.  I told  Miss  Moran  to  finish  closing 
up  and  plunged  out  of  the  operating  room  just 
as  I was.  Of  course  I had  on  all  white,  including 
a white  mask  and  white  covering  for  my  head 
— but  black  gloves.  I must  have  looked  like 
something  from  outer  space  and  I walked  up 
to  this  man  without  knowing  who  he  was  and 
began  to  curse  him  with  everything  I had.  I 
surprised  him  so  he  began  to  back  up  and  con- 
tinued to  back  up  until  he  was  half  way  up  the 
street.  I learned  later  that  he  was  quite  notorious 
for  his  temper  and  his  use  of  his  gun.  (17) 

DR.  Ancil  Martin  brought  the  first  x-ray  tube 
( 1898 ) into  Arizona  and  was  the  first  pioneer 
roentgenologist  and  ophthalmologist.  He  was  one 
of  the  founders  of  the  St.  Joseph’s  Hospital  in 
Phoenix  and  his  fine  reputation  as  an  ophthal- 
mologist helped  the  growth  of  the  hospital.  ( 18 ) 

The  early  1900’s  marked  the  “grand  entrance” 
into  Arizona  of  x-ray  machines.  They  took  ten 
minutes  to  take  a picture.  ( 19 ) 

As  early  as  1910  Dr.  Edward  W.  Adamson, 
before  reaching  a diagnosis,  was  conducting  a 
package  system  of  clinical  investigation.  He  start- 
ed the  first  adequate  Clinical  Laboratory  and 
X-Ray  facilities  in  Douglas.  At  times  when  he 
lacked  good  technicians  he  would  do  the  work 
himself.  ( 20 ) 

This  same  year  Dr.  W.  W.  Watson  opened 
the  first  clinical  and  x-ray  laboratory  in  Phoenix. 
He  was  medical  director  of  St.  Luke’s  Hospit- 
al. (21) 

SIX  years  later  because  of  the  wide  spread  in- 
cidence of  tuberculosis  during  World  War  I 
in  Arizona  he  originated  the  idea  of  chest  x-rays 
for  questionably  healthy  draftees.  (22) 

»R.  N.  C.  Bledsoe  said  that  he  acquired  his 
first  sphygmomanometer,  a Tvcos  in  1910  and 
before  that  the  second  sound  of  the  heart  indi- 
cated high  blood  pressure.  (23) 
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When  I wrote  Dr.  Bledsoe  and  asked  him  if 
he  would  please  write  me  concerning  surgery 
etc.,  that  took  place  in  his  first  years  in  Arizona, 
he  answered  me  with  a very  beautiful  letter  and 
casually  mentioned  two  operations.  His  reply 
was  as  follows: 

“The  shortening  of  the  round  ligament  I re- 
member, not  because  of  the  complexity  of  the 
surgery,  but  because  that  morning  I was  truly 
on  my  own.  Doctor  Cavin  was  supposed  to  have 
been  there  to  observe  my  work  — and  lend  a 
hand,  if  necessary;  however,  he  was  detained. 
So  I bravely  went  ahead,  made  a two  and  a half 
inch  incision  on  each  side,  identified  the  broad 
ligament,  drew  it  up  and  duplicated  it.  Closure 
was  routine  — at  least,  it  became  routine  in  the 
succeeding  years.'’ 

THE  second  — “physical  signs  indicated  that  the 
liver  abscess  was  four  fingers  width  beneath 
the  costal  arch.  An  oblique  subcostal  incision  was 
made,  the  pus  removed  by  syringe,  gauze  drain 
inserted;  closure  made  by  catgut  and  silkworm 
gut.  It  is  interesting  to  note  that  Doctor  Edward 
S.  Godfrey,  later  New  York  State  Commissioner 
of  Health,  was  my  anaesthetist.”  (24) 

Dr.  Charles  T.  Sturgeon  also  sent  me  a case 
history  of  amebic  abscess  of  the  liver  which  he 
performed  in  1907  in  Globe,  Arizona.  “There 
wasn’t  a private  hospital  nor  had  the  present 
Gila  County  Hospital  been  built.  All  the  County 
had  at  that  time  were  two  rooms  connected 
with  an  adobe  house.  There  was  no  hospital 
equipment  at  all  and  the  rooms  held  several  old 
fashioned  spring  cots.” 

“The  case  concerned  a Serbian  about  45  years 
old.  When  I first  saw  him  he  had  been  sick 
a long  time  with  chills  and  sweat  and  high 
fever.  He  had  an  enlarged  liver  and  some  jaun- 
dice and  a long  history  of  dysentery.” 

“We  were  able  to  make  a diagnosis  of  amebic 
abscess  of  the  liver.  We  were  able  to  demonstrate 
the  ameoba  in  the  bowel  contents  — so  our  diag- 
nosis was  assured.” 

“In  those  days  we  had  no  emetine  and  this 
case  had  passed  the  medical  stage  and  was  a 
surgical  emergency.” 

“So  we  cleaned  up  the  old  quarters  as  best  we 
could.  Washed  everything,  made  sterile  dressing 
material  and  operated  — making  incision  over  the 
liver  — then  drained  a large  abscess  — cleaned 


it  out  — packed  it  with  gauze.  He  bled  consider- 
ably. We  returned  him  to  bed  with  a bad  prog- 
nosis.” 

WELL,  the  Lord  was  on  our  side  and  after  a 
long  convalescence,  he  eventually  recovered. 
In  those  days  I did  all  the  medication  myself  as 
we  had  no  nurse  but  fortunately  this  place  was 
only  a block  from  my  office  so  I was  able  to 
make  five  or  six  calls  a day  on  this  man.” 

“There  were  no  nurses  as  the  county  did  not 
furnish  any  help.  All  service  was  supplied  by 
volunteers  who  worked  in  the  mine  at  that  time. 
These  men  after  working  in  the  mine  for  eight 
hour  each  day  brought  him  food  each  day  from 
their  homes.  These  fellow  countrymen  stayed 
with  him  all  through  his  illness.” 

“I  was  impressed  by  the  loyalty  and  kindness 
of  the  patient’s  countrymen.  It  was  wonderful 
to  see  and  experience  their  kindness.” 

“Later,  I saw  this  man  many  times  at  the  Old 
Dominion  Mine  where  he  went  back  to  work.” 
(24) 
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The  Volume  of  the  Heart— 
A Roentgenographic 
Determination 


by 

Melvyn  H.  Schreiber,  M.D. 


This  simple  method  of  measuring  the  heart  volume  has  clinical  applica- 
tion in  following  the  progress  of  certain  cardiac  patients. 


WHILE  the  experienced  roentgenologist  may 
prefer  to  estimate  cardiac  size  by  simple 
inspection  of  frontal  and  lateral  films  of  the  chest 
and  may  do  so  with  considerable  accuracy,  more 
objective  measurements  of  cardiac  size  may  from 
time  to  time  be  desirable  or  necessary.  The  most 
commonly  employed  measurement  is  that  of  the 
transverse  diameter  of  the  heart  as  compared 
with  the  transverse  diameter  of  the  bony  thorax 
at  the  level  of  the  diaphragm  on  a postero-an- 
terior  film  ( Cardio-Thoracic  ratio).  The  normal 
C-T  ratio  is  said  not  to  exceed  0.5  in  adults.  Or- 
dinarily, however,  the  transverse  diameter  of 
the  heart  is  considerably  less  than  half  the  trans- 
verse measurement  of  the  chest,  and  appreciable 
enlargement  may  escape  detection  if  this  ratio 
is  employed  as  an  index  of  enlargement  of  the 
heart(l).  Measurements  of  the  frontal  surface 
area  of  the  heart  are  widely  employed  and  prob- 
ably represent  an  improvement  over  the  use  of 
the  C-T  ratio.  However,  since  the  heart  is  a 
three  dimensional  body,  it  is  evident  that  no  ac- 
curate estimation  of  its  true  size  or  configura- 
tion can  be  made  from  linear  or  frontal  surface 
plane  measurements  alone,  even  though  they  are 

From  the  Department  of  Radiology,  University  of  Texas  Medi- 
cal Center,  Galveston,  Texas. 


exceedingly  useful  and  often  adequate(2).  A 
radiographic  heart  size  determination  must  in- 
clude consideration  of  the  shape  of  the  heart  as 
well  as  of  its  depth  dimension  in  order  to  pro- 
vide highly  reliable  and  accurate  information. 

The  volume  of  the  heart  may  be  determined 
by  multiplying  the  frontal  surface  (cm2)  by  the 
greatest  depth  dimension  of  the  heart  as  seen 
on  the  lateral  film  (cms),  provided  that  allow- 
ance is  made  for  magnification  in  both  projec- 
tions and  provided  that  a constant  factor  (k), 
depending  upon  the  assumed  shape  of  the  heart, 
is  included.  Rohrer(3),  assuming  the  shape  of 
the  heart  to  be  midway  between  that  of  an 
obliquely  directed  paraboloid  (k  = 0.59)  and  a 
sphere  (k  = 0.67),  first  measured  the  volume 
of  the  heart  by  means  of  the  following  formula: 

Volume  = 0.63  X frontal  area  X depth. 
Kahlstorf(4)  independently  arrived  at  the  same 
formula  by  assuming  the  shape  of  the  heart  to 
lie  between  that  of  an  ellipsoid  ( k = 0.67 ) and  a 
paraboloid.  Subsequent  investigators  have  relied 
for  the  most  part  upon  these  original  observa- 
tions; the  only  important  modification  has  been 
to  include  within  the  formula  corrections  for 
magnification  ( 5 ) . 
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Method 

Carefully  positioned  frontal  and  lateral  films 
of  the  chest  are  exposed  at  known  target-to-film 
distances.  A fast  exposure  time  (1/30  of  a sec- 
ond or  faster ) is  desirable  in  order  to  produce  a 
sharp  image  of  the  cardiac  border,  and  high 
speed  screens  and  film  facilitate  obtaining  good 
quality  films  with  minimum  exposure  of  the  pa- 
tient. While  it  is  doubtful  that  the  phase  of  res- 
piration during  which  the  film  is  exposed  sig- 
nificantly affects  the  volumetric  determination 
(6),  best  results  are  probably  obtained  by  ex- 
posing the  film  in  shallow  inspiration.  It  is  not 
necessary  for  the  patient  to  hold  his  breath  if 
the  exposure  time  is  sufficiently  short. 

Kjellberg  et  al(8)  have  shown  no  statistically 
significant  difference  between  the  cardiac  vol- 
ume radiographically  determined  during  systole 
and  diastole,  and  we  have  confirmed  these  re- 
sults in  our  laboratory.  Hence  it  is  unnecessary 
to  time  the  exposure  electrocardiographically  to 
a specific  phase  of  the  cardiac  cycle.  Because  of 
a decrease  in  cardiac  volume  with  increase  in 
pulse  rate  when  the  patient  is  erect  (7,8),  we 
have  preferred  the  prone  position  for  exposure 
of  the  two  films  required  ( target-to-film  dis- 


tances: 36  inches  for  postero-anterior  film,  50 
inches  for  lateral  utilizing  a horizontal  x-ray 
beam).  While  the  prone  position  and  short  tar- 
get-to-film distances  may  seem  somewhat  un- 
orthodox, no  difficulty  has  been  encountered  in 
the  assumption  of  the  proper  recumbent  posi- 
tion by  the  patient,  and  correction  factors  are 
introduced  to  compensate  for  the  magnification 
resulting  from  the  necessarily  short  focal-film 
distances  with  the  patient  prone.  The  standard 
error  of  a single  determination  in  an  examina- 
tion in  the  prone  position  is  relatively  slight  and 
presumably  less  than  that  in  the  upright  position 
(8),  and  exposure  of  films  at  precisely  right 
angles  to  one  another  is  facilitated  with  the  pa- 
tient recumbent.  The  final  operation  consists  of 
direct  measurement  of  the  patient’s  thoracic 
dimensions  in  both  frontal  and  sagittal  planes 
at  the  level  of  the  heart. 

Measurements 

The  length  of  the  heart  (1)  is  measured  di- 
rectly from  the  frontal  film  and  expressed  in 
centimeters.  It  is  the  straight  line  distance  from 
the  junction  of  the  right  atrium  with  the  su- 
perior vena  cava  to  the  radiographic  cardiac 


Figure  1.  The  long  diameter  of  the  heart  (1)  is  measured  from  the  cardiovascular  junction  on  the  right  to  the 
cardiac  apex.  The  broad  diameter  (b)  is  the  sum  of  the  straight  line  distances  measured  at  right  angles  from  the 
long  diameter  to  the  cardio-phrenic  angle  on  the  right  and  to  the  eardio-vascular  junction  on  the  left  (A).  The 
depth  diameter  of  the  heart  is  measured  from  the  posterior  aspect  of  the  sternum  to  the  posterior  heart  border  (B). 
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apex  (most  lateral  extension  of  the  left  heart 
border).*  The  breadth  of  the  heart  (b)  is  the 
sum  of  the  straight  line  measurements  at  right 
angles  from  the  line  representing  the  long  diam- 
eter of  the  heart  to  the  junction  of  the  right 
atrium  with  the  right  hemidiaphragm  and  to  the 
junction  of  the  left  heart  border  with  the  lower- 
most portion  of  the  main  pulmonary  artery  seg- 
ment (Figure  1 A);  it  is  expressed  in  centime- 
ters. The  depth  of  the  heart  (d)  is  measured  on 
the  lateral  film  from  the  posterior  aspect  of  the 
sternum  to  the  posterior-most  extension  of  the 
heart  shadow  (Figure  1 B).  A small  amount  of 
barium  paste  in  the  esophagus  during  exposure 
of  the  lateral  film  may  facilitate  location  of  the 
posterior  heart  border,  although  that  is  not  es- 
sential. These  three  measurements  are  then  cor- 
rected for  magnification  in  the  following  man- 
ner. 


A 


termined  using  the  method  of  similar  triangles.  Since 
corresponding  sides  ( DE  and  BC ) of  similar  triangles 
( ADE  and  ABC ) are  proportional,  one  half  the  ob- 
ject size  (DE)  may  be  determined  by  solving  the 
proportion  DE  _ AD 

BC  _ AB 

The  object  size  (FE)  then  equals  2 X DE. 

In  the  great  majority  of  individuals,  the  front- 
al plane  of  the  heart  lies  approximately  one-third 

*The  apex  of  the  heart  may  also  be  considered  to  be  the  point 
along  the  left  lower  heart  border  farthest  from  the  junction  of 
right  atrium  and  superior  vena  cava.  Determining  this  point 
commonly  requires  completing  the  left  lower  portion  of  the 
cardiac  silhouette  by  visual  estimation  and  introduces  a source 
of  error.  If  this  point  is  used,  values  for  cardiac  volume  will  be 
slightly  higher  than  if  the  lateral-most  extension  of  the  heart 
border  is  used.  Either  point  is  satisfactory  provided  that  it  is 
used  consistently  in  following  changes  in  heart  size. 
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of  the  way  back  along  the  antero-posterior  axis 
of  the  chest(9).  Thus,  one  may  determine  the 
object-to-film  distance  in  the  antero-posterior 
diameter  by  dividing  the  already  determined  AP 
dimension  of  the  patient’s  chest  by  3 and  adding 
to  this  figure  the  distance  from  the  radiographic 
table  top  to  the  film.  Knowing  the  target-to-film 
distance,  the  object-to-film  distance,  and  the 
image  size  (1  and  b),  one  may  calculate  the 
true  object  size  (the  true  length  and  breadth  of 
the  heart)  by  the  method  of  similar  triangles 
(Figure  2).  One  may  perform  the  same  opera- 
tion for  correction  of  the  measured  image  of  the 
depth  of  the  heart  by  using  for  the  object-to- 
film  distance  one-half  the  measured  transverse 
dimension  of  the  chest.  This  operation  may  be 
considerably  simplified  by  preparing  a series  of 
size  distortion  graphs  for  a fixed  target-to-film 
distance  from  which  the  true  object  size  may  be 
read  directly  if  the  measured  image  size  is 
known  (Figure  3). 


Figure  3.  Representative  size  distortion  correction 
graph  for  object-to-film  distance  of  8 centimeters  and 
target-to-film  distance  of  150  centimeters.  The  meas- 
ured image  size  is  found  on  the  ordinate  and  the  cor- 
rected object  size  is  read  on  the  abscissa.  Correction 
of  measurements  for  magnification  may  be  facilitated 
by  preparation  of  a series  of  such  graphs  for  different 
object-to-film  distances. 

Calculations 

The  frontal  surface  area  of  the  heart  is  deter- 
mined by  multiplying  the  corrected  length  of 
the  heart  (1)  in  cms.  by  the  corrected  breadth 
of  the  heart  (b)  in  cms.  and  multiplying  this 
product  by  an  empirically  determined  constant 
equal  to  0.735.  This  results  in  a figure  for  the 
frontal  surface  area  of  the  heart  in  cm2  which 
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bears  a very  high  coefficient  of  correlation  with 
the  planigraphically  measured  area  (10).  This 
figure  for  surface  area  may  then  be  applied  to 
the  Rohrer-Kahlstorf  formula  along  with  the  cor- 
rected depth  dimension  of  the  heart  and  the 
previously  described  constant  (k)  as  follows: 

Volume  = frontal  area  X depth  X 0.63. 

The  volume  thus  obtained  is  expressed  in  cubic 
centimeters. 

Summary  of  Prone  Method 

1.  Measure  the  size  of  the  patient’s  chest  in 
both  frontal  and  sagittal  planes. 

2.  Direct  the  patient  to  assume  the  prone  po- 
sition on  the  radiographic  table* 

3.  Expose  a postero-anterior  film  at  36  inches 
target -to-film  distance  with  an  overhead  x-ray 
tube. 

4.  Expose  a lateral  film  at  50  inches  target-to- 
fihn  distance  with  a horizontally  directed  x-ray 
beam. 

5.  Measure  the  length  of  the  heart  and  the 
breadth  of  the  heart  from  the  frontal  film  and 
correct  for  magnification. 

6.  Measure  the  depth  of  the  heart  from  the 
lateral  film  and  correct  for  magnification. 

7.  Determine  the  frontal  surface  area  of  the 
heart  by  multiplying  the  corrected  length  and 
breadth  measurements  by  0.735. 

8.  Determine  the  volume  of  the  heart  by  mul- 
tiplying the  frontal  surface  area  times  the  cor- 
rected depth  measurement  times  0.63. 

Simplified  Erect  Method 

The  operations  described  above  may  be  great- 
ly simplified  by  incorporating  into  a single  con- 
stant (K  = 0.44)  the  factors  for  magnification, 
surface  area  determination,  and  assumed  geo- 
metrical cardiac  shape,  provided  that  the  anode- 
to-film  distance  in  both  directions  is  fixed  at  6 
feet  (72  inches)  and  the  patient  is  filmed  in  the 
erect  position.*1 

No  extraordinary  equipment  is  required;  the 
patient  is  positioned  for  postero-anterior  and 
lateral  erect  chest  films  before  the  upright  cas- 
sette holder,  and  the  target-to-film  distance  is 
adjusted  to  72  inches  (6  feet)  for  both  frontal 
and  lateral  exposures.  Length,  breadth  and 
depth  measurements  are  taken  directly  from  the 
films  and  are  not  corrected  for  magnification. 

0 Original  determinations  by  this  method  were  done  at  1.5 
meters  (60  inches)  target  to  film  distance  employing  the  factor 
0.42  (5,  11);  by  using  the  figure  0.44  the  more  commonly  em- 
ployed 6 foot  target-to-film  distance  may  be  used. 


The  formula  for  heart  volume  measurement  may 
then  be  expressed  as  follows: 

Volume  = length  X breadth  X depth  X 0.44. 

While  this  modification  takes  certain  liberties 
in  assuming  a fairly  standard  shape  of  the  heart 
and  assuming  object-to-film  distances  to  be  rela- 
tively fixed  within  a certain  range,  it  suffices 
for  volumetric  determination  of  the  size  of  the 
heart  in  the  great  majority  of  persons. 

Correlation  with  Body  Surface  Area 

The  final  operation  in  heart  volume  determi- 
nation relates  a radio-graphically  determined 
cardiac  volume  to  the  size  of  the  patient,  there- 
by facilitating  comparison  of  heart  size  deter- 
minations between  different  patients  and  al- 
lowing for  establishment  of  useful  ranges  of  nor- 
mal values.  The  correlation  between  heart  vol- 
ume and  body  surface  area  has  been  found  by 
Lysholm  et  al(12)  to  be  high  (r  = 0.84  ± 0.04), 
and  this  correlation  is  generally  used.  The  for- 
mulas and  chart  of  Dubois  and  Dubois  (13)  per- 
mit rapid  determination  of  the  body  surface  area 
in  square  meters  if  the  height  and  weight  are 
known.  The  figure  for  absolute  cardiac  volume 
in  cubic  centimeters  is  divided  by  the  surface 
area  in  square  meters,  and  a final  figure  for 
heart  volume  is  expressed  in  cubic  centimeters 
per  square  meter  of  body  surface  area. 

Normal  Values 

Using  the  methods  detailed  above  the  range 
of  normal  values  ( the  mean  value  increased  and 
decreased  by  two  standard  deviations)  is  250- 
450  cc  per  square  meter  in  men  (5,  14,  15)  and 
200-435  cc  per  square  meter  in  women  (15). 
With  regard  to  uncorrelated  absolute  volume 
determinations,  91  per  cent  of  normal  adult 
males  can  be  expected  to  have  a heart  volume 
of  less  than  750  cc,  and  92  per  cent  of  adult  fe- 
males, a heart  volume  of  less  than  550  cc(16). 

Sources  of  Error 

Errors  in  the  application  of  measurements  and 
mathematical  formulas  to  biological  material  in- 
evitably occur,  particularly  with  regard  to  the 
application  of  statistically  determined  mean  val- 
ues to  the  individual  patient.  In  the  case  of  car- 
diac volume  determinations  difficulties  may 
arise  because  of  the  alleged  differences  in  sys- 
tolic and  diastolic  size  of  the  heart,  the  change 
in  cardiac  size  with  change  in  pulse  rate  in  the 
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erect  position,  and  the  influence  on  heart  size 
of  extreme  limits  of  respiration.  Technical  errors 
include  those  introduced  by  curiously  shaped 
hearts,  standard  correction  for  magnification, 
and  care  of  measurement  of  diameters.  The 
method  described  above  has  errors  which,  in 
unfavorable  cases,  probably  amount  to  a maxi- 
mum of  10-15%(3, 15). 

Summary  and  Conclusions 

While  radiographic  determination  of  the  vol- 
ume of  the  heart  may  be  somewhat  more  labori- 
ous than  simple  inspection  and  linear  or  sur- 
face area  measurements,  in  selected  cases  it  pro- 
vides an  accurate  means  for  heart  size  measure- 
ment which  considers  also  the  depth  dimension 
of  the  heart.  Comparison  of  post-mortem  x-ray 
determinations  of  heart  volume  and  volume  de- 
termined by  the  water  displacement  method 
have  shown  good  agreement  in  all  cases  (17). 
The  method  permits  accurate  evaluation  of  heart 
size  for  purposes  of  comparison  of  serial  studies 
and  finds  its  greatest  usefulness  in  this  area.  It 
is  recommended  as  an  additional  means  of  eval- 
uating the  cardiovascular  status  of  selected  pa- 
tients when  an  accurate  and  reproducible  means 


of  determining  heart  size  which  objectively  eval- 
uates the  three  cardiac  dimensions  is  needed. 
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DID  YOU  KNOW? 


Trends  in  distribution  of  physicians  between 
“in  private  practice”  & “not  in  private  practice” 


Total  Physicians  In 

Not  In  Private  Practice 

Total  Physicians 

Address 

Total 

Private  Practice 

Total 

Total 

Not  In 

Temporarily 

All 

Federal 

Non  Federal 

Private  Practice 

Unknown 

Physicians 

Year 

No. 

1960 

168,142 

16,980 

66,455 

83,435 

1,407 

252,984 

1961 

171,339 

19,186 

68,584 

87,770 

1,410 

260,519 

1962 

171,142 

22,180 

73,943 

96,123 

1,415 

268,680 

1963 

174,974 

21,914 

78,254 

100,168 

1,335 

276,477 

Information  source:  AMA  May,  1964. 
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Venereal  Disease  Situation 
In  Maricopa  County 

by 

Stanford  F.  Farnsworth,  M.D.,  M.P.H. 


F rom  the  very  high  peaks  of  incidence  of  venereal  disease  fhat  prevailed 
during  World  War  II  and  in  Ihe  post-war  years,  the  rates  for  these  diseases 
dropped  to  low  levels  by  1957.  During  the  past  five  years,  however,  the  oc- 
currence of  venereal  infections  in  this  country  have  risen  sharply,  especial- 
ly among  the  teen-age  and  young  adult  groups. 

In  Maricopa  County  the  statistics  on  venereal  disease  have  followed  the 
national  pattern.  In  1962,  in  Maricopa  County,  there  were  322  cases  of 
syphilis  reported.  Figures  for  the  first  months  of  1963  indicate  that  the 
minimum  number  of  cases  will  reach  at  least  704  for  the  year.  During  the 
same  period  gonorrhea  appears  to  have  increased  to  an  even  greater  degree. 

A survey  by  the  American  Medical  Association  reveals  that  approximate- 
ly 76  per  cent  of  the  venereal  disease  patients  are  being  treated  in  the 
offices  of  private  physicians.  This  survey  also  indicates  that  physicians 
are  reporting  only  about  11  per  cent  of  their  cases  to  Health  Depart- 
ments. This  means  that  only  a small  proportion  of  the  contacts  of  the  cases 
of  infectious  VD  are  being  investigated  and  brought  under  treatment.  The 
cooperation  of  all  practicing  physicians  will  do  much  toward  the  solution 
of  the  current  up-surge  of  acute  venereal  infections. 


ORDINARILY,  in  discussing  specific  disease  en- 
tities, I would  be  very  concerned  with  descrip- 
tions, diagnoses  and  treatment.  However,  these 
are  widely  known  factors  in  venereal  diseases, 
and  such  a treatise  would  be  superfluous.  The 
thing  that  does  need  to  be  exposed  is  the  impact 
venereal  diseases  have  on  individuals,  on  fam- 
ilies, on  communities,  and  on  the  nation.  In 
Public  Health,  with  active  VD  control  programs, 
we  see  these  things  at  first  hand  — and  they  are 
not  pretty. 

I he  statistics  alone  are  alarming  as  far  as 
VD  is  concerned.  In  1957,  when  the  new  cases 
of  primary  and  secondary  syphilis  in  the  U.S. 
plummeted  to  6,251  from  a peak  of  106,539  ten 
years  earlier,  we  congratulated  ourselves  on 
finally  having  YD  under  control  and  patted 
ourselves  on  the  back  for  the  enviable  record  we 


had  achieved.  Since  then,  however,  instead  of 
further  eradication  of  the  disease,  there  has 
been  a gradual,  then  not  so  gradual,  increase 
yearly  to  a total  of  18,781  cases  reported  in  1961. 
There  is  every  reason  to  believe  that  there  is 
a minimum  of  two,  and  possibly  as  high  as  six  to 
eight  unreported  cases  for  every  reported  one, 
so  that  there  would  have  been  at  least  60,000 
patients  in  the  U.S.  with  syphilis  in  1961. 

THE  Communicable  Disease  Center  in  Atlanta 
reported  a 12-year  high  in  1962  with  20,084 
cases  of  primary  and  secondary  syphilis.  Annual 
incidence  of  new  gonorrhea  stands  at  260,468 
cases.  This  is  a rate  of  11.0  per  100,000  popula- 
tion for  syphilis  and  142.8  for  gonorrhea.  These 
are  truly  alarming  rates  for  serious  endemic 
communicable  diseases.  They  are  even  more 
alarming  in  our  own  community.  In  Maricopa 
County  these  rates  are  80.0  and  210.0  respectively 
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— more  than  seven  times  the  national  rate  for 
syphilis  and  roughly  one  and  a half  times  that 
of  gonorrhea. 

ON  the  Federal  level  only,  let  us  take  a look  at 
what  this  means  in  terms  of  dollars  and  cents. 
In  1950,  Federal  appropriations  for  control  of 
VD  reached  a high  of  lie  per  capita,  only  to 
be  slashed  to  3c  per  capita  during  most  of  the 
late  1950s.  This  low  amount  still  cost  the  tax- 
payers $4,500,000  per  year.  With  the  rise  in  VD, 
however,  there  has  been  a steady  increase  in 
Federal  appropriations,  reaching  $6,000,000  in 
1962  and  expected  to  exceed  $9,000,000  in  1964. 
These  appropriations  do  not  represent  the  cost 
of  VD.  To  these  must  be  added  the  amounts 
spent  by  individuals,  by  medical  centers,  and 
by  State  and  Local  Public  Health  agencies  in 
disease  control  efforts.  Yet,  this  money  is  still 
below  the  amount  needed  and  recommended  by 
the  health  agencies  most  concerned  with  the 
problem. 

In  Maricopa  County  the  statistics  on  VD  have 
followed  the  national  pattern.  Just  take  the 
figures  for  1962  and  the  projection  for  1963 
based  on  the  first  nine  months  of  this  year: 
In  1962,  in  Maricopa  County,  we  had  322  re- 
ported cases  of  syphilis.  In  1963,  this  number 
will  more  than  double  and  is  expected  to  reach 
a minimum  of  704  cases.  There  were  1,562 
reported  cases  of  gonorrhea  in  1962.  According 
to  projections  there  will  be  at  least  1,924  this 
year.  The  actual  number  of  new  cases  will  be 
more  than  triple  these  amounts. 

In  1961,  a special  task  force  on  syphilis  was 
set  up  by  the  Surgeon  General.  This  task  force 
has  reached  the  conclusion  that  syphilis  is  oc- 
curring in  this  country  at  a rate  of  at  least 
60,000  cases  a year,  but  is  being  reported  at  a 
rate  of  only  19,000  cases  a year.  That  difference 
— from  19,000  cases  to  60,000  cases  — is  the 
margin  of  failure  in  the  VD  control  effort. 
Unreported  VD,  whether  syphilis  or  gonorrhea, 
results  in  untreated  cases  and  in  wider  and 
wider  spread  of  the  disease. 

THIS  is  a disease  that  knows  no  boundaries, 
either  geographical,  physiological,  ethnologic- 
al, nor  sociological.  Once  thought  to  be  a disease 
of  the  big  cities  and  of  prostitutes,  it  is  increas- 
ingly becoming  a disease  of  everywhere  — 
perpetrated  by  “amateurs.” 

If  it  were  just  a medical  problem  it  could  be 
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dealt  with  fairly  simply.  Unfortunately,  this  is 
not  the  case.  It  is  a disease  that  has  legal  impli- 
cations, moral  and  asocial  overtones,  and  brings 
with  it  possible  family  and  marital  disorder  and 
destruction  and  general  loss  of  status.  Yet,  to 
paraphrase  a statement  made  by  Doctor  Tuerk 
at  the  World  Forum  on  Syphilis  in  September, 
1962:  We  cannot  legislate  effectively  against 
acts  which  lead  to  transmission  of  VD;  therefore 
cannot  control  it  in  this  manner.  We  must 
concern  ourselves  with  the  disease  itself  and 
the  people  and  problems  it  involves. 

THE  multiple  problems  associated  with  VD 
come  out  clearly  in  an  organized  program  of 
VD  control  with  trained  medical  and  investi- 
gative staff.  Let  me  give  you  some  examples 
of  the  types  of  problems,  other  than  those  that 
are  purely  medical,  that  do  arise  — and  have 
arisen  — right  here  in  Maricopa  County. 

Illegitimacy  and  its  attendant  problems,  es- 
pecially those  involving  mixed  racial  unions, 
come  to  us  frequently.  Some  time  ago  a very 
attractive  young  blonde  was  admitted  to  the 
Florence  Crittendon  Home  for  prenatal  care 
and  delivery.  This  was  her  second  child  by  her 
common-law  husband,  a man  who  had  left  her 
and  gone  out  of  the  State.  Upon  admission  to 
the  Home,  six  months  prior  to  delivery,  an  STS 
was  done,  but  this  was  negative.  The  baby  was 
born  and  placed  in  a foster  home  to  await 
adoption.  Here  it  was  noticed  that  the  baby 
was  not  developing  normally.  After  a series  of 
tests,  including  a blood  test,  congenital  syphilis 
with  resulting  bone  changes  was  diagnosed.  This 
was  brought  to  the  attention  of  the  health 
department  by  the  adoption  agency. 

The  mother  was  traced  and  brought  to  the 
Department  for  diagnosis  and  treatment.  Evi- 
dently she  had  become  infected  immediately 
prior  to  entering  the  Home;  therefore  her  blood 
test  was  non-reactive  at  that  time.  No  further 
test  was  done  during  the  remainder  of  her  preg- 
nancy. When  she  was  interviewed  she  named 
only  one  contact  besides  her  common-law  hus- 
band, and  this  man  was  also  brought  into  the 
clinic.  During  his  interview  it  was  elicited  that, 
about  the  time  he  had  been  dating  the  girl,  he 
had  been  treated  for  trench  mouth  by  a dentist. 
No  other  attempt  had  been  made  to  diagnose 
his  illness  prior  to  this  investigation.  He  was 
admitted  to  the  clinic  for  diagnosis,  followed  by 
treatment  of  a disease  he  hadn’t  suspected,  but 
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had  spread,  even  to  a baby  whose  life  he  had 
created,  though  not  fostered. 

THEN,  other  medical-physical  problems  add  to 
the  complications  in  VD  control:  A man  admit- 
ted to  County  Hospital  had  a routine  blood  test 
for  syphilis  and  was  found  to  be  positive.  He 
named  one  contact  other  than  his  wife.  The  girl 
friend  was  treated,  but  he  gave  every  excuse 
imaginable  to  keep  from  bringing  his  wife  in, 
even  to  the  point  of  saying  that  he  had  not  been 
sleeping  with  her.  Eventually,  we  discovered 
that  one  of  the  reasons  he  was  afraid  to  have 
her  come  in  was  that  she  was  allergic  to 
penicillin. 

WHEN  we  did  finally  get  the  wife  in  for  diag- 
nosis, we  found  that  she  was  completely  deaf 
and  dumb.  She  did  not  read  lips  and  had  no 
understandable  sign  language  — but  she  did 
have  secondary  syphilis!  How  do  you  interview 
a person  like  this.  The  only  person  she  could 
communicate  with  to  any  extent  was  her  mother, 
and  ordinarily  mothers  are  not  the  people  to 
ask  these  questions. 

In  passing,  I might  mention  that  Indian 
mothers  do  not  seem  to  feel  quite  the  same  way. 
In  many  instances  they  are  eager  to  name  all  of 
their  daughter’s  contacts,  and  even  those  they 
suspect  might  be  their  daughter’s  contacts! 

Homosexuality,  a problem  in  this  and  other 
metropolitan  areas,  is  creating  not  only  legal,  but 
severe  medical  and  social  problems  throughout 
the  nation  as  far  as  VD  is  concerned.  Doctor 
Ralph  R.  Sachs,  executive  officer  of  the  Los 
Angeles  Health  Department,  reports  that  half 
of  the  male  patients  they  see  with  primary  and 
secondary  syphilis  name  male  contacts  exclusive- 
ly during  interviews  by  health  officials. 

Not  long  ago  in  Phoenix,  two  young  men  were 
picked  up  by  a policeman  when  they  were  found 
having  homosexual  relations  in  a parked  car. 
One  of  these,  a university  student  who  had  come 
to  Arizona  to  accept  a scholarship,  was  found 
to  have  primary  syphilis.  When  interviewed  by 
a trained  VD  investigator  he  named  twenty-four 
male  contacts,  most  of  them  also  college  and  uni- 
versity students,  all  the  way  from  Mississippi  to 
Arizona,  and  all  within  the  previous  three 
months. 

IN  San  Francisco,  a male  homosexual  named 
104  contacts  within  a three-month  period. 


Three  of  these  were  found,  investigated  and 
treated  right  here  in  Phoenix. 

Approximately  ten  patients  per  week  come  to 
the  health  department  from  the  jail.  They  may 
be  brought  to  the  health  department  because 
they  are  sick  and  ask  to  come,  because  they 
have  been  picked  up  for  prostitution,  or  because 
they  are  on  a list  of  suspected  VD  contacts  left 
at  the  jail  by  our  investigators. 

I might  note,  also,  that  many  cases  of  syphilis 
!t!  are  picked  up  by  further  testing  of  persons 
who  have  positive  PCTs  at  the  Southwest  Blood 
Bank.  Not  every  positive  PCT,  as  you  know, 
means  syphilis.  However,  positive  reactors  are 
referred  to  the  Department  where  additional 
tests  are  done  to  determine  whether  or  not 
they  are  actually  infected. 

A serious  problem,  one  of  concern  to  us  as 
medical  men,  as  parents,  and  as  members  of 
the  community,  is  the  increase  in  VD  among 
teenagers  — 15  to  19-year-old  children.  VD  in 
this  age  group  today  is  about  seven  times  as 
great  as  it  was  a few  years  ago.  There  are  many 
reasons  for  this  increase,  I’m  sure.  Sociologists 
believe  that  the  major  factors  involved  are  the 
increased  mobility  of  the  population  which  pro- 
motes transient  relationships,  and  greater  oppor- 
tunity for  casual  sexual  encounters,  plus  the  fact 
that  urbanization  breaks  down  old  cultural  pat- 
terns and  makes  it  harder  for  parents  to  instill 
high  moral  standards. 

RATHER  tragic  example  of  teenage  VD  in  the 
Valley  is  that  of  a 30-year-old  woman  right 
here  in  town  who  was  brought  to  the  clinic  for 
treatment  of  gonorrhea.  As  a result  of  the  inter- 
view with  her,  six  of  the  teenage  boys  she  named 
as  contacts,  from  14  to  17  years  of  age,  were 
found  to  be  infected  and  were  treated  at  our 
clinic.  The  same  woman  also  named  fourteen 
adult  contacts. 

VD  in  adults  and  teenagers  is  bad  enough, 
but  it  doesn’t  stop  there.  Last  week  four  little 
girls  — ages  4 to  10  — were  brought  to  the  clinic 
by  their  parents.  All  four  had  gonorrhea.  Let 
me  stress  that  this  was  not  familial.  Neither  the 
parents  nor  the  two  little  boys  in  the  family 
were  infected.  Our  investigators  are  now  at- 
tempting to  locate  the  source  in  the  community. 

In  this  day  and  age  it  is  a simple  matter  to 
cure  syphilis  and  gonorrhea,  but  nobody  has  yet 


558 


Arizona  Medicine 


found  a way  to  cure  a disease  without  getting 
the  patient  in  for  treatment.  We  know  that  for 
every  case  we  are  treating,  many  others  are 
going  untreated. 

IN  a survey  done  by  the  American  Social 
Health  Association,  in  cooperation  with  the 
American  Medical  Association,  the  American 
Osteopathic  Association  and  the  National  Medi- 
cal Association  in  September,  1962,  in  which 
131,245  physicians  responded  to  the  question- 
naires, it  was  discovered,  by  admission  of  the 
physicians,  that  they  were  reporting  only  11% 
their  cases  of  infectious  syphilis,  and  only  11% 
of  the  cases  of  gonorrhea  that  they  treated. 

In  a report  of  this  survey  in  the  Oct.  5,  1963 
issue  of  the  Journal  of  the  American  Medical 
Association,  Doctor  Arthur  C.  Curtis  states  that 
replies  to  the  questionnaire  indicated  that  private 
physicians  are  treating  at  least  76%  of  venereal 
disease.  It  had  been  thought  previously  that  only 
about  one-third  were  being  treated  by  private 
physicians.  Therefore,  it  was  assumed  that  more 
contacts  were  being  followed  up  as  a result  of 
Public  Health  programs  in  which  the  other  two- 
thirds  of  the  patients  were  being  treated. 

Doctor  Curtis  states,  “The  basis  of  effective 
syphilis  case  finding  is  the  prompt  reporting  of 
cases  of  infectious  syphilis  to  state  and  local 
health  authorities  by  physicians  in  private  prac- 
tice. Since  more  patients  are  being  treated  in  the 
physician’s  office  than  in  clinics  or  institutions, 
the  control  of  syphilis  must  hinge  not  only  upon 
the  cooperation  of  doctors  in  private  practice 
with  the  health  authorities,  but  also  upon  a 
closer  liaison  between  the  health  authorities  and 
the  private  physician.  . . . 

EACH  case  of  infectious  syphilis  that  is  not 
identified,  reported  and  processed  epidemio- 
logically  does  four  things  to  the  community:  ( 1 ) 
it  contributes  to  the  spread  of  the  disease,  (2) 
it  increases  the  existing  infectious  syphilis  reser- 
voir, (3)  it  eventually  results  in  a higher  attack 
rate  in  the  population,  and  (4)  it  positively 
prevents  any  possibility  for  the  control  of  syph- 
ilis. Consequently,  the  search  for  hidden  cases 
is  a continuing  responsibility  of  private  medicine 
and  of  public  health.” 


This  paper  was  jjresented  at  a meeting  of  the  Maricopa 
County  Medical  Society  on  November  4,  1963. 


Original  Articles 

Baptist  Medical  Center 


HOSPITAL  MEDICAL 
CENTER,  LTD. 


TOO  E.  FOURTH  SI.  SCOTTSDALE,  ARIZONA 


Adjoining  Scottsdale  Baptist  Hospital 

FAMILY  DOCTOR 

John  A.  Martin  III,  M.D. 

GENERAL  SURGERY 

Boyd  II.  Metcalf,  M.D. 

George  H.  Mertz,  M.D. 

Jack  O.  McFarland,  M.D. 

GENERAL  SURGERY  - CANCER 
Herbert  N.  Munhall,  M.D. 

INTERNAL  MEDICINE  & CARDIOLOGY 
John  F.  Currin,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Roy  O.  Young,  M.D. 

OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

ORAL  SURGERY 

Ralph  G.  Peterson,  D.D.S. 

ORTHOPEDIC  SURGERY 
Edward  E.  Conn,  M.D. 

Willard  S.  Hunter,  M.D. 

PATHOLOGY 

Thomas  B.  Jarvis,  M.D. 

Fred  C.  Schoene,  M.D. 

PEDIATRICS 

Carl  A.  Holmes,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

PLASTIC  SURGERY 
Morris  Barton,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Joseph  Baranowski,  Counseling  and  Guidance 
Jeff  Blake,  Scottsdale  Dental  Lab 
Jean  Hoffman,  Reg.  Physical  Therapist 
Pharmacy 

Scottsdale  Opticians 

Now  Leasing  — Immediate  Occupancy 

Call  Mr.  Thorner  or  Mrs.  Duecy 
947-5441  - 946-9091 

CR  4-1289  or  945-6694 
(After  6 p.m.) 


August,  1964 


559 


THORAZINE 


BIH1 

: TX'T  S:  ■ ; 


brand  of 


CHLORPROMAZINE 

■mm 


one  of  the  fundamental  drugs  in  medicine 
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CHOOSE  THE  PRODUCT 
TO  FIT  THE  NEED 


IG“  <C0RTISP0Eirt 

mm  8—NEOMYCIN— GRAMICIDIN 


with  HYDROCORTISONE  ACETATE  0,5% 

CREAM 


a new  vanishing  cream  base 


vz  oz. 

‘CORTISPORIN’l 

POLYMYXIN  B - BACITRACIN  - NEOMYCIN 
WITH  HYDROCORTISONE  1 * 

OINTMENT 


£ «*  & £ 


a special  low  melting  point  base 

anti-inflammatory 

bactericidal 


antipruritic 
rarely  sensitizing 


CREAM—  Ingredients : Each  gram  contains  ‘Aerosporin’®  brand 
Polymyxin  B*  Sulfate  10,000  Units;  Neomycin  Sulfate  (equiv- 
alent to  3.5  mg.  Neomycin  Base)  5.0  mg.;  Gramicidin  0.25  mg.; 
Hydrocortisone  Acetate  5.0  mg.  (0.5%). 

In  a smooth,  white,  water-washable  vanishing  cream  base  with 
a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  petro- 
latum, white  petrolatum,  propylene  glycol,  polyoxyethylene  poly- 
oxypropylene  compound,  emulsifying  wax,  distilled  water,  and 
0.25%  methylparaben  as  preservative. 

Available:  In  tubes  of  7.5  Grams. 

OINTMENT  — Ingredients:  Each  gram  contains  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  5,000  Units;  Zinc  Bacitracin  400 
Units;  Neomycin  Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Hydrocortisone  10  mg.  (1%). 

Iii  a special  white  petrolatum  base. 

Available : In  tubes  of  Vz  oz.  and  Vs  oz. 

*U.S.  Patent  Nos.  2,565,057-2,695,261 


Indications : Wherever  inflam- 
mation or  infection  occurs 
and  is  accessible  for  topical 
therapy. 

C ontr aindications  : These 
drugs  are  contraindicated  in 
tuberculous,  fungal  or  viral 
lesions  (herpes  simplex,  vac- 
cinia and  varicella). 

Caution:  As  with  other  anti- 
bacterial preparations,  pro- 
longed use  may  result  in 
overgrowth  of  nonsusceptible 
organisms,  including  fungi. 
Appropriate  measures  should 
be  taken  if  this  occurs. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation 
with  no  somatic  disorder 

-start  the  patient  on  ‘DeproT 

Typical  situations  in  which  ‘Deprol’  is  indicated: 

marital  or  other  family  problems  ■ death  of  a loved  one  h financial  worries  a 
fear  of  cancer,  heart  disease  or  other  life-threatening  illness  m pre- 
and  post-operative  apprehensions  b retirement  problems,  and  many  other 
stressful  situations  which  cause  the  patient  to  feel  a sense  of  loss, 
guilt  or  unworthiness 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood  of  the 
depressed  patient  without  the  agitation  and  “jitters”  that  often  accompany 
“energizer”  therapy  alone. 

2.  ‘Deprol’  restores  normal  sleep,  relaxes  physical  tensions,  and 
improves  appetite. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 

5.  When  depression  and  anxiety  accompany  physical  illness,  ‘Deprol’  is 
compatible  with  drugs  used  to  treat  these  organic  conditions. 


Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tions: Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs.  Precautions: 
Should  administration  of  meprobamate  cause  drowsiness, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  increased  by  mepro- 
bamate. Although  suicides  with  ‘Deprol’  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 


patients  with  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Even  though  it 
has  not  been  reported  with  'Deprol',  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishment  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied:  Light-pink,  scored  tablets 
Bottles  of  50. 
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a 15  mm.  Hg.  drop  in 
diastolic  pressure  would 
also  suit  her  very  well 

for  suitably  gradual, 
physiologic  hypotensive 
treatment 

HYDROMOX 

QUINETHAZONE-TABLEJS 

antihypertensive  diuretic 

HYDROMOX  Quinethazone  is  excellent  for  use  in 
early  hypertension.  Extremely  well  tolerated,  the 
average  reported  reduction  in  diastolic  pressure  is 
15  mm.  Hg.,1’2  just  right  for  patients  with  mild  to 
moderate  diastolic  elevations.  Systolic  pressure 
lowered  accordingly.  A convenient,  single  daily  dose 
of  one  to  two  50  mg.  tablets  is  usually  sufficient. 

INDICATED  in  hypertension  with  or  without  edema,  and  in  all 
types  of  edema  involving  salt  retention.  May  be  helpful  in 
some  cases  of  lymphedema,  idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare),  gastrointestinal  disturbances, 
weakness  and  dizziness,  seldom  so  severe  that  drug  should  be 
stopped.  Generally,  the  adverse  effects  sometimes  associated  with 
the  thiazide  diuretics  are  possible.  Pre-existing  electrolyte  abnormalities 
may  he  aggravated. 

CONTRAINDICATION:  Anuria. 


1.  Steigmann,  F.,  and  Griffin,  R. : Evaluation  of  Quinethazone,  a 
New  Diuretic.  J.  Amer.  Geriat.  Soc.  11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of  a New  Diuretic  in  Patients 
with  Hypertensive  Diseases.  Scientific  Exhibit  Presented  at  the 
Clinical  Meeting  of  the  American  Medical  Association,  Los  Angeles, 
California,  Nov.  25-28, 1962. 


LEDERLE  LABORATORIES, 

A Division  of  AMERICAN  CYANAM1D  COMPANY, 
Pearl  River,  New  York 

8278-4 


In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both  ‘Soma’  ( carisoprodol ) and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound + Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


Soma@Compound  b 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

Soma  Compound+Codeine  j 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 

\VAsW  ALLACE  LABORATORIES  j Cranbury,  N.J. 
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Dr.  Brewer 


AMA  UNITED 


We  have  just  returned  from  the  annual  meet- 
ing of  the  American  Medical  Association  in  San 
Francisco.  It  was  great,  even  greater  than  before. 
There  were  13,838  member  physicians  registered 
by  the  third  day  with  a grand  total  of  some 
41,000  if  you  include  guest  physicians  and  nurses 
and  medical  students.  More  than  a thousand 
nurses  registered  and  over  500  medical  students. 

Norman  Welch  of  Boston  took  over  from 
Edward  Annis  and  Donovan  Ward  of  Iowa 
became  president-elect.  And  our  Lindsay  Beaton 
was  elected  president  of  the  Aces-Deuces  organ- 
ization! Your  Arizona  delegation  was  there  100% 
strong  — and  Jesse  Hamer,  our  venerable  veep, 
sat  through  every  minute  of  the  long  business 
sessions.  What  a man!  So  did  Bob  Carpenter, 
but  he  seems  to  thrive  on  the  stuff. 

Me,  I got  edematous  ankles,  and  felt  a little 
self-pity  because  I could  only  attend  one  after- 
noon’s scientific  sessions  (and  in  gastro-enter- 
ology,  not  surgery)  and  one  afternoon  for  the 
exhibits,  which  are  tremendous,  tops,  the  great- 
est! I slipped  away  Thursday  night  and  saw  the 
Giants  beat  the  Dodgers,  and  felt  like  a truant 
doing  it.  I didn’t  take  an  overcoat  and  a blanket 
like  the  San  Franciscans  did  and  nearly  froze 
to  death  — but  I dressed  for  baseball,  not  foot- 
ball, as  any  desert  rat  from  Arizona  would  do 
toward  the  end  of  June.  Boy,  how  that  wet  wind 
whips  into  Candlestick  Stadium! 

We  were  a little  thrilled  at  the  Conference  of 
Presidents  and  other  officers  of  State  Medical 
Associations,  a little  awed  at  the  inauguration 
of  the  President  of  the  AMA,  and  a little  amused 
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when  a resolution  on  unwed  mothers  was  re- 
ferred to  the  committee  on  miscellaneous  busi- 
ness, or  “mistress-aneous  business”  as  its 
chairman  called  it.  But  we  were  most  impressed 
with  the  massive  quantity  of  business  which 
comes  under  study  by  the  AMA,  its  officers, 
board  of  trustees,  house  of  delegates,  councils, 
sections,  committees,  some  400  to  500  doctors 
working  in  the  name  of  200,000.  Begardless  of 
the  problem,  nothing  was  considered  frivolously 
and  incompletely.  No  cloture  was  ever  invoked 
or  necessary,  no  one  was  denied  a chance  to 
speak  — and  as  long  as  he  wished.  Everything 
was  decided  by  the  majority,  and  in  good  faith. 

The  Board  of  Trustees  made  no  less  than  19 
separate  reports,  one  of  these,  through  the  Com- 
mission on  Cost  of  Medical  Care,  is  a four- 
volume  work  of  over  500  pages!  Reports  were 
given  by  standing  committees  and  one  of  these 
from  the  Council  on  Medical  Service  pertaining 
to  Physicians’  Hospital  Relations  is  a book  of 
some  1S6  pages.  And  then  74  resolutions  were 
introduced  by  the  various  state  delegations!  I 
am  assured  that  this  was  not  an  unusually  large 
number.  But  knowing  little  about  the  American 
Medical  Association,  as  do  most  physicians,  it 
seemed  large  to  me. 

These  resolutions  ran  the  gamut  from  human 
rights  and  discrimination  in  medicine,  to  various 
aspects  of  medical  education,  hospital  planning, 
doctor-patient  relationship,  medical  care  for  the 
aging  and  unwed  mothers.  No  less  than  10  states 
submitted  resolutions  on  smoking  and  health. 
Our  Arizona  delegation  introduced  a resolution 
on  “Internal  Revenue  Service  Proposed  Regula- 
tions Prohibiting  Professional  Service  Corpora- 
tions from  Enjoying  the  Benefits  of  Corporate 
Tax  Sheltered  Pension  Plans,”  a problem  of 
great  concern  to  all  physicians.  I can’t  help  but 
chide  our  delegates  since  neither  of  them  could 
be  found  for  the  hearings  in  resolution  commit- 
tee and  Charlie  Henderson  had  to  fill  in  the 
breach.  I didn’t  see  either  of  them  at  the  meeting 
with  the  Board  of  Trustees  or  at  the  long  hear- 
ings by  the  committee  on  Public  Health  and 
Occupational  Health,  which  heard  all  the  evi- 
dence on  tobacco.  Maybe  they  were  over  in  the 
Committee  on  Sections  and  Sections  Work  con- 
sidering space  medicine. 

At  any  rate,  it  is  simply  astounding  to  realize 
how  far-reaching  the  work  of  AMA  is  and  how 
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its  policies  affect  the  lives  of  every  one  of  us 
and  every  one  of  our  patients  — and  even  the 
lives  of  the  healthy.  For  it  is  concerned  with 
sickness  and  health,  the  prevention  of  all  disease, 
the  cost  of  medicine  and  the  stand  of  medicine 
in  the  socializing  political  milieu  in  our  United 
States  and  in  the  world.  With  any  faults  it  may 
have,  spawned  of  the  human  intellect,  it  is  one 
of  the  most  potent  forces  for  good  in  the  world 
today.  And  we,  who  really  know  so  little  about 
it  first  hand,  but  who  are  so  prone  to  criticize 
it  or  accept  criticism  of  it  from  its  enemies, 
should  go  and  sit  and  speak  and  learn  and 
stretch  our  minds  — and  realize  that  the  AMA 
is  you  and  I. 

This  is  one  of  the  major  reasons  I tried  to 
amend  our  own  by-laws  last  April  so  that  we 
would  have  a succession  of  doctors  going 
officially  as  alternate  delegates  to  the  AMA  to 
learn  this  lesson  and  bring  it  back  and  promul- 
gate it.  For  our  AMA  in  its  greatness  is  mis- 
understood and  maligned  by  some  who  are 
willing  to  make  a diagnosis  without  ever  seeing 
the  patient. 

As  I said  I would  last  month  in  this  space, 
I sat  through  every  word  of  the  hearings  on 
tobacco  and  tobacco  research  and  labelling  of 
cigarettes.  I talked  with  committee  chairmen, 
the  speaker  of  the  house,  Milford  Rouse,  and 
the  president,  Edward  Annis.  And  I was  a little 
ashamed,  because  I had  sat  with  the  house  of 
delegates  last  fall  in  Portland  and  didn’t  re- 
member the  actions  taken  then  on  tobacco;  nor 
had  I bothered  to  read  the  actions  taken  a year 
ago  in  Atlantic  City.  Parenthetically  I might 
say  that  the  work  of  the  house  could  be  cut 
in  half  if  those  delegations  introducing  resolu- 
tions would  only  look  back  at  what  has  been 
done  before;  time  and  time  again  I heard 
references  made  to  previous  actions  which 
cleared  up  entire  issues. 

But  back  to  nicotine.  In  June,  1963  the  AMA 
House  of  Delegates  in  a policy  statement  recog- 
nized the  deleterious  effect  on  human  health  of 
tobacco  and  indicated  that  extensive  research 
is  necessary  to  elucidate  the  exact  relationship 
to  health  of  this  agent.  In  December,  1963  the 
House  endorsed  a program  of  clinical  and  scien- 
tific research  to  find  out  what  specifically  hap- 
pens inside  the  body  when  tobacco  smoke  is 


President's  Page 

inhaled  and  to  determine,  if  possible,  whether 
health  hazards  of  smoking  can  be  minimized. 
Subsequently  the  AMA  allocated  $500,000  to 
start  the  project  under  the  aegis  of  AMA-ERF, 
which  then  chose  five  eminent  scientists  in  this 
field,  headed  by  Maurice  Seevers,  chairman  of 
the  Dept,  of  Pharmacology  in  the  U.  of  M.,  to 
establish  policies  and  methods  for  handling  re- 
search grants.  Three  of  these  men  served  on  the 
recent  study  committee  of  the  Surgeon  General 
of  the  Public  Health  Service  of  the  U.S.  Still 
later,  six  major  tobacco  companies  pledged  $10 
million  over  a five-year  period  without  restric- 
tions of  any  kind  except  that  the  money  be  used 
for  research  on  tobacco  and  health. 

In  the  report  of  the  American  Medical  Asso- 
ciation Education  and  Research  Foundation, 
which  was  approved  by  the  reference  committee 
on  Reports  of  the  Board  of  Trustees  and  then  ap- 
proved by  your  AMA  House  of  Delegates,  (June, 
1964)  Raymond  McKeown  said,  “The  Board  of 
Directors  of  AMA-ERF  and  the  Board  of  Trus- 
tees of  the  AMA  were  clearly  aware  of  the 
possibility  of  criticism  in  accepting  this  grant. 
But  against  that  possibility  they  weighed  the 
potential  benefits  to  the  public  who  will  con- 
tinue to  smoke  and  concluded  that  the  risk 
was  insignificant  by  comparison.  The  only  hope 
of  minimizing  the  hazards  of  smoking  lies  in 
research,  which  points  to  the  course  that  the 
AMA  as  well  as  others  must  take.”  This  is  the 
nub  of  the  problem,  the  answer  and  the  official 
AMA  stand  — not  a fly-by-night  decision,  but 
one  made  out  of  previous  deliberations  of  the 
AMA  house  at  least  a year  ago.  No  one  criticized 
these  earlier  proclamations  that  I know  of. 

The  matter  of  labelling  cigarette  packages 
revolves  around  the  same  research  concept.  I 
discussed  this  too  with  Milford  Rouse  and  Ed- 
ward Annis  and  “Bing”  Blasingame,  and  I have 
a copy  of  the  AMA  reply  to  the  Federal  Trade 
Commission’s  invitation  to  express  its  views  on 
the  “Proposed  Trade  Regulations  Rules  for  the 
Advertising  and  Labelling  of  Cigarettes”  pub- 
lished in  the  Federal  Register  of  January  22, 
1964. 

After  discussing  the  need  for  research  in 
depth  on  tobacco,  clinical  research  as  opposed 
to  pure  statistical  analysis,  an  opinion  against 
labelling  is  developed  around  the  concept  of 
labelling  not  a product,  as  is  done  by  the  F.T.C., 
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but  an  entire  substance  — tobacco  — which  is 
being  used  by  72  million  of  our  citizens  today. 
This  is  not  a matter  of  labelling  a single  product, 
but  all  products  of  all  companies  in  the  cigar- 
ette industry.  This  the  AMA  felt  was  not  proper- 
ly in  the  domain  of  an  administrative  regulation 
by  the  F.T.C.,  but  should  be  controlled  by  the 
Congress  of  the  United  States  by  legislation. 

We  hear  the  cry  of  bureaucracy  and  bureau- 
cratic government  on  every  side.  Here  is  a 
prime  example  of  it  and  some  among  us  give 
aid  and  comfort  to  the  enemy,  the  bell  ringers 
of  socialism,  by  our  ill-conceived  attacks  on 
such  AMA  policy,  attacks  conceived  in  ignor- 
ance, no  matter  how  well  intentioned.  It  is  just 
such  attacks  which  abet  the  forces  outside  of 
and  inimical  to  medicine  to  lead  the  medical 
profession.  To  repeat  from  last  month,  this  is 
no  time  for  a call  to  arms  unless  it  be  a call 
to  arms  of  a united  front  in  medicine,  long  past 
due,  against  a long  united  and  well-armed  and 
very  astute  enemy,  which  is  using  the  thinly 
vailed  tactic  of  divide  and  conquer  in  our 
own  ranks. 
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Refreshing  San  Francisco 


The  cool  ocean  breezes,  the  alternating  son 
and  fog  and  swirling  mists  were  fresh  and  clean 
in  San  Francisco  in  July. 

It  was  stimulating  to  see  Arizona  physicians, 
and  their  wonderful  hard  working  wives  par- 
ticipating in  policymaking  within  a major  poli- 
tical party. 

Warm  friendship  and  hospitality  was  offered 
by  the  California  Medical  Association  when  we 
attended  their  luncheon  given  for  out  of  state 
doctors  and  their  wives. 

It  was  with  pride  that  we  watched  as  a fellow 
physician  was  placed  in  nomination  for  the  high- 
est office  in  the  land. 

A crisp  breath  of  fresh  air  carried  words  like 
“fiscal  responsibility”  and  “repayments  on  the 
public  debt,’'  as  well  as  statements  supporting 


medical  care  for  all  the  needy  financed  by  gen- 
eral revenues  through  federal-state  plans,  rather 
than  through  compulsory  social  security  schemes 
covering  part  of  the  costs  for  everyone  regardless 
of  need. 

Most  refreshing  of  all  was  the  nomination  for 
President,  of  an  energetic,  honest  Arizonan, 
whose  starboard  tack  sails  before  the  winds  of 
individual  initiative,  integrity,  and  responsible 
citizenship. 

The  humidity  was  high  as  the  “mainstream” 
drowned  the  boilers  of  the  historic  “liberal  steam- 
roller” — but  it  was  refreshing  in  San  Francisco 
in  July. 

Robert  F.  Lorenzen,  M.D. 

Editor 
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THE  DERMATOSES 
THAT  WERE 

STEROI D -UNTRE  ATABLE 


Salt  and  water  retention,  edema,  overstimulation 
the  appetite,  excessive  weight  gain,  mood  swing' 
these  were  some  of  the  problems  that  used  to  confn 
physicians  when  they  wanted  to  prescribe  steroids 
dermatoses.  For  patients  already  overweight,  or  w 
edema  associated  with  cardiovascular  disease, 
those  who  were  tense  and  anxious,  steroid  treatmr 
could  aggravate  their  problems.  But  with  the  advi 
of  ARISTOCORT®  Triamcinolone,  many  of  the 
patients  became  “steroid-treatable.”  The  reason:  r 
only  did  this  steroid  provide  gratifying  symptoms 
relief,  but  it  did  so  without  the  penalty  of  overstin 
lation  of  the  appetite,  excessive  weight  gain,  salt  s 
water  retention,  edema,  and  undesirable  euphoil 
And  these  benefits  have  been  confirmed  for  otii 
patients  with  steroid-susceptible  disorders,  as  well 
those  formerly  untreatable. 


p Effects:  Since  it  may,  under  some  circumstances, 
duce  many  of  the  unwanted  effects  common  to  all 
tisone-like  drugs,  discrimination  should  always  be 
rcised  in  administering  ARISTOCORT®  Triamcino- 
|b.  Any  of  the  Cushingoid  effects  are  possible,  as  are 
pura,  G.l.  ulceration,  increased  intracranial  pres- 
e and  subcapsular  cataract.  Corticosteroids  gen- 
tly may  mask  outward  signs  of  bacterial  or  viral 
actions.  Catabolic  effects  to  watch  for  include 
scle  weakness  and  osteoporosis.  Weight  loss  may 
ur  early  in  treatment  but  is  usually  self-limiting. 
itraindications:  While  the  only  absolute  contra- 
ctions are  tuberculosis,  herpes  simplex  and 
cken  pox,  there  are  some  relative  contraindications 
ptic  ulcer,  acute  glomerulonephritis,  myasthenia 


gravis,  osteoporosis,  fresh  intestinal  anastomoses, 
diverticulitis,  thrombophlebitis,  psychic  disturbance, 
pregnancy,  infection)  to  weigh  against  expected 
benefits. 

A single  daily  dose  may  provide  effective  control,  is 
convenient  for  the  patient,  and  can  be  employed  in 
both  initial  and  maintenance  therapy. 
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PERCODAN 


in  moderate  to 
moderately  severe  pain  . . . 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  1_ 
tablet. ..rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PERCODAN®-DEMl,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.19  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U.  S.  Pats.  2.628.185  and  2,907,768 
Literature  on  request. 
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THE  SEPARATION  OF  A AND  B 


DUE  TO  the  extreme  growth  of  both  operations 
over  the  last  several  years  and  with  a new 
enforceable  medical  practice  act  enacted  by  the 
1964  State  Legislature,  the  Executive  Committee 
of  The  Arizona  Medical  Association  (ArMA) 
and  the  Board  of  Medical  Examiners  (BoMEX) 
following  lengthy  study  and  discussion  determ- 
ined to  physically  separate  the  offices  of  ArMA 
and  BoMEX,  insisting  upon  adjacent  office  loca- 
tions and  continuing  co-operative  liaison  for  the 
benefit  of  both. 


Mr.  Robert  Carpenter 


ROBERT  CARPENTER,  Executive  Secretary 
of  both  offices  since  1953,  first  assumed  that 
position  with  ArMA  in  1950  and  will  continue 
in  that  latter  capacity  on  a full-time  basis,  which 
will  benefit  greatly  the  programs  of  the  Asso- 
ciation and  the  efficiency  of  its  Central  Office. 
Mr.  Carpenter,  a native  of  Pennsylvania,  spent 
a goodly  portion  of  his  earlier  business  career 
in  New  Jersey,  following  graduation  from  Drake 
Business  College,  where  for  twenty  years  he 
served  the  County  of  Essex,  New  Jersey,  as 
secretary  of  the  Highways  and  Bridges  Depart- 
ment, Road  Commission  and  concluding  such 
services  as  secretary  to  its  Board  of  Freeholders, 
all  in  the  field  of  business  administration  and 
management.  He  was  a successfully  elected 
official  of  his  community  of  residence,  Verona, 
New  Jersey,  and  participated  actively  in  many 
of  the  more  important  community  undertakings. 
Arriving  in  Arizona  in  1947,  following  a yearning 
desire  to  “Go  West,”  he  now  considers  himself 
a “transplanted,”  satisfied  native  of  this  state. 


Mr.  Paul  R. 
Roykin 


PAUL  R.  BOYKIN,  Assistant  Executive  Secre- 
tary of  ArMA  since  1956  and  Administrative 
Assistant  to  the  Board  of  Medical  Examiners 
beginning  in  1958,  has  been  given  an  extended 
leave  of  absence  by  ArMA  to  assume  the  man- 
agement of  the  offices  of  the  Board  of  Medical 
Examiners  on  July  1,  1964.  His  single  continuing 
assignment  with  ArMA  will  be  associated  with 
the  Annual  Meetings.  Paul,  always  sales  and 
public  relations  minded,  came  to  Arizona  in 
1953  from  the  Hoosier  state,  having  served 
several  major  Indiana  manufacturers  in  sales, 
sales  management  and  personnel;  holds  member- 
ships in  the  Phoenix  B.P.O.  Elks,  Montezuma 
Lodge  F.  and  A.M.;  is  a 32°  Mason  and  recently 
joined  the  Phoenix  Optimist  Club.  We  are  cer- 
tain he  will  serve  the  Board  of  Medical  Exam- 
iners capably  and  with  credit  and  return  to  the 
services  of  ArMA  when  conditions  may  alter  the 
current  staff  assignments. 


BRUCE  E.  ROBINSON,  currently  titled  Ex- 
ecutive Assistant  to  ArMA  but  also  having 
assumed  responsibility  for  BoMEX  office  man- 
agement, will  serve  ArMA  as  Mr.  Carpenter’s 
assistant,  with  the  added  assignments  as  Man- 
aging Editor  of  Arizona  Medicine  and  on  call  to 
BoMEX  for  its  meetings,  vacation  schedules  and 
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continued  training  in  both  offices  for  the  poten- 
tial conditions  of  future  management  require- 
ments. Bruce,  native  to  California,  a graduate 
of  the  University  of  Washington,  is  new  to  our 
offices.  He  escaped  the  recent  infamous  Alaskan 
earthquake  by  a few  weeks;  arriving  in  Arizona 
(which  the  family  dearly  loves)  in  January, 
1964.  His  nine  years  with  the  Northern  Com- 
mercial Company  in  Seattle  and  Anchorage  in 
management  capacities  speaks  well  of  his  pros- 
pects with  medicine,  which  is  greatly  enhanced 
by  three  years  as  a hospital  administrator. 

IT  HAS  been  decided  that  both  offices  will 
relocate  in  the  Safari  Building,  4601  North 
Scottsdale  Boad,  Scottsdale,  with  ArMA  in  Suite 
201  and  the  Examiners  in  Suite  202,  on  or  about 
August  1,  1964.  Telephones  will  remain  as  listed 
and  the  P.O.  Box  number  for  both  will  continue 
as  128. 

FINALLY,  and  we  think  most  importantly, 
these  offices  and  executive  staffs  are  avail- 
able to  serve  medicine  at  medicine’s  conven- 
ience; do  not  hesitate  ever  to  call  or  visit  at 
any  time  should  they  be  in  a position  to  be 
helpful. 


"PORTABLE  BULLETIN  BOARD" 

OF  MEDICINE 

Essentially  the  state  journal  is  the  tie  that 
binds.  It  is  the  visible  thread  that  runs  from  one 
corner  of  the  state  to  the  other.  It  is  the  only 
such  ligature.  It  is  an  opinion  medium  for  leg- 
islative, medicolegal,  organizational,  economic, 
and  administrative  topics.  It  is  the  officers’  way 
of  reaching  the  membership;  and  it  is  the  mem- 
bers’ way  of  letting  the  officers  know  what  they 
— the  members  — think.  It  is  a portable  bulletin 
board  for  telling  the  readers  what’s  going  on. 

Without  this  liaison  among  members,  their 
esprit-de-corps,  their  feeling  of  professional 
identification,  and  their  sense  of  organizational 
identity  might  well  atrophy. 


— Henry  A.  Davidson,  M.D.,  in  Journal  of  the 
Medical  Society  of  New  Jersey,  61:1  (Jan.) 
1964. 
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OPPORTUNITY  - EXCEPTIONAL 

by 

Leslie  B.  Smith,  M.D. 


Senator  Barry  M.  Goldwater,  our  fellow  Ari- 
zonan, friend  and  neighbor,  the  worthy  exlialted 
nominee  for  the  Presidency  of  our  Country,  has 
always  expressed  his  sincere  belief  that  our  free- 
enterprise  system  has  produced  the  best  methods 
to  provide  the  highest  quality  and  the  greatest 
quantity  of  medical  care  to  the  greatest  number. 
He  has  frequently  voiced  his  deep  concern  be- 
cause Medicine  has  been  about  to  be  further 
socialized  by  more  Federalization. 

Two  years  ago  our  nominee  remarked  “If 
American  doctors  would  just  stay  awake  I think 
we  can  keep  this  crackpot  thing  ( Medicare ) off 
the  books."  This  we  have  been  able  to  do  with 
the  hard  work  of  a relative  few  by  very  narrow 
vote  margins.  Candidate  Gold  water’s  candidacy 
will  have  the  same  effect  on  the  future  of  Medi- 
cine as  The  Wall  Street  Journal  on  July  17,  1964, 
stated  that  it  would  have  in  general  — “If  noth- 
ing more,  the  very  existence  of  a conservative 
Presidential  nominee  may  well  exert  a moderat- 
ing influence  on  the  whole  trend  to  centralized 
power.  For  a time  at  any  rate  the  people  will 
be  able  to  hear  what  too  long  has  been  muffled; 
that  an  intellectually  respectable,  politically  and 
economically  workable  alternative  exists  to  the 
deadening  course  toward  the  authoritarian  State. 

We  must  not  pass  up  this  almost  miraculous 
opportunity  to  preserve  our  liberty  and  the  free- 
dom of  our  patients.  We  must  do  more  than  our 
exceptional  friend,  Barry,  challenged  — stay 
awake.  We  must  join  forces  with  him  and  the 
great  majority  of  the  citizens  to  stem  the  transfer 
of  the  practice  of  medicine  from  the  doctors  to 


the  politicians  in  Washington,  D.  C.  To  do  this 
we  must  concentrate  more  of  our  mental  and 
physical  prowess  to  spread  the  truth  about  Medi- 
cine, its  doctors,  its  quality,  its  distribution,  its 
relative  cost,  hospital  costs  and  its  superiority  to 
that  which  has  existed  or  exists  in  any  other 
country  today;  that  government  control  of  medi- 
cine has  and  will  always  downgrade  Medicine 
in  all  its  phases.  We  must  do  this  even  though 
it  may  seem  that  we  are  infringing  on  our  pa- 
tient’s time  as  a captive  audience.  It  is  much 
better  that  we  evoke  the  wrath  of  about  three  to 
five  percent,  who  are  expected  to  be  against 
most  anything,  than  to  be  proved  guilty  of  not 
trying  to  protect  the  vast  majority  and  have 
them  cry  out  “Doctor,  why  did  you  not  trouble 
to  warn  us?  It  was  your  duty  to  do  so  because 
only  you  are  qualified  to  properly  make  judg- 
ments in  Medicine.” 

A few  dollars  given  to  this  cause  could  never 
be  better  invested;  don’t  forget  it  takes  some 
cash.  Let  us  make  no  mistakes!  This  is  an  op- 
portunity which  can  never  be  exceeded  and  if 
we  are  sincere,  as  we  have  professed,  we  may 
in  some  instances  have  to  cast  aside  a few  minor 
prejudices  of  a personal  nature  for  the  good  of 
our  fellow  man  and  those  who  are  to  follow. 

Our  cause  is  right  — our  opportunity  is  ex- 
ceptional — our  Barry  is  with  us.  Let  us  not 
forsake  our  obligation  to  society  which  not  only 
demands  that  we  give  good  medical  care  today, 
but,  also,  that  we  are  obligated  to  pass  it  on  to 
the  future. 
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Editorials 


Disaster  Medical  Care- 

Part  I 

Dr.  Waldron 

by 

Carl  W.  Waldron,  M.D.,  D.D.S.,  F.A.C.S. 


WHAT  constitutes  a disaster  in  terms  of  the 
number  of  persons  injured?  Existing  medical 
facilities  and  planning  to  receive  and  care  for 
the  victims  will  largely  determine  what  is  in 
effect  a disaster  situation  for  the  hospital.  For 
example,  in  metropolitan  areas  with  a number 
of  large  hospitals  approved  by  the  Joint  Com- 
mission on  Accreditation,  and  meeting  the  re- 
quired two  disaster  exercises  each  year,  twenty 
or  more  casualties  may  be  accepted  by  most 
hospitals  that  have  so  planned  for  such  emer- 
gencies. This  requires  pre-disaster  assignment 
of  nonprofessional,  health,  and  professional  per- 
sonnel and  plans  for  the  best  utilization  of  floor 
space  and  increase  in  bed  capacity. 

In  contrast,  a one  or  two-car  accident  with 
several  seriously  injured  persons  taken  to  a small 
community  hospital  is  a real  mass  casualty 
disaster  situation  for  the  hospital  and  for  the 
one  or  more  physicians  available  according  to 
James  H.  Spencer,  M.D.,  F.A.C.S.* 

He  defines  mass  casualties  as  “a  sudden  con- 
centration of  casualties  that  overwhelms  the  exist- 
ing medical  facilities.”  In  discussing  a two-car 
crash  he  states  there  “may  be  one  driver  having 
a crushed  chest  with  pneumothorax  and  a frac- 
tured femur,  a passenger  with  a fractured  pelvis 
and  a ruptured  bladder,  two  with  head  injuries 
producing  coma,  and  three  others  suffering  from 
multiple  fractures  and  profound  shock.  Such  a 
catastrophe  in  a rural  area  with  only  one 
physician,  however  capable,  constitutes  mass 
casualties.” 

“The  rural  physician  might,  by  superhuman 
effort  and  in  a minimum  of  time,  introduce  a 

°SPENCER,  JAMES  H.,  M.D.,  F.A.C.S.  “Mass  Casualties  in  the 
Civilian  Hospital.”  Bulletin,  American  College  of  Surgeons. 
Volume  48,  Number  6,  Page  342.  November-December  1963. 


catheter  into  the  chest  of  the  driver  victim  and 
institute  underwater  seal  drainage,  direct  that 
a Thomas  splint  with  moderate  traction  be  put 
on  the  femur,  get  a catheter  into  the  ruptured 
bladder,  do  tracheoctomy  on  one  of  the  head 
victims  showing  respiratory  distress,  direct  in- 
fusion of  dextran  for  the  three  shock  victims  as 
well  as  the  application  of  splints  to  reduce 
further  shock,  provided  the  physician  had  in  his 
little  hospital  one  or  two  good  orderlies  and 
some  nurses  who  knew  how  to  take  and  record 
blood  pressures  and  insert  intravenous  needles. 
If  he  did  all  these  things  well  enough  and  soon 
enough,  he  might  then  have  seven  living  patients, 
showing  enough  improvement  to  justify  more 
deliberate  evaluation,  and  he  could  then  plan 
his  priorities  for  definitive  treatment  and  sum- 
mon whatever  professional  assistance  he  might 
need.  I can  assure  you,  however,  that  unless 
he  had  pictured  himself  in  such  a situation  be- 
fore and  made  some  plan  of  attack,  he  wouldn't 
get  all  these  things  done  well  enough  and  soon 
enough  and  he  wouldn’t  have  seven  live 
patients.” 

THE  AMERICAN  Medical  Association,  through 
its  Committee  on  Disaster  Medical  Care,  the 
American  College  of  Surgeons  Trauma  Program, 
and  the  American  Hospital  Association  Disaster 
Program,  is  concentrating  on  the  problems  of 
caring  for  large  numbers  of  casualties  resulting 
from  tornadoes,  hurricanes,  floods  or  other  nat- 
ural disasters;  plane,  train,  bus  wrecks,  explo- 
sions, fire,  etc.,  etc.  Effective  hospital  organiza- 
tion and  planning  for  such  emergencies  will 
provide  units  for  the  Department  of  the  Army 
and  other  services  in  case  of  war. 
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Spencer  further  states  that  “Pre-disaster  plan- 
ning is  simply  a phase  of  preventive  medicine 
and  the  physician  or  hospital  administrator  who 
turns  up  his  nose  at  it,  puts  himself  in  the  same 
category  as  the  parent  who  refuses  immunization 
for  his  child  because  he  ‘doesn’t  believe  in 
shots’.” 

In  the  opening  paragraph  of  his  comprehen- 
sive article  he  emphasizes  that  “The  care  of 
mass  casualties  involves  a professional  philoso- 
phy distinct  from  that  followed  in  the  private 
practice  of  medicine.  It  may  be  summarized 
as  pointing  toward  the  greatest  good  for  the 
greatest  number.  Whether  the  cause  of  the 
casualties  is  enemy  action  or  other  disaster,  the 
plan  for  their  care  requires  pre-disaster  thinking, 
if  confusion  and  chaos  are  to  be  avoided.” 

All  hospitals  should  have  disaster  committees 
representing  the  administration  and  all  depart- 
ments and  activities  of  the  hospital.  In  small 
hospitals  the  entire  staff  might  well  be  included 
on  the  committee  with  one  or  more  physician 
staff  members  sitting  in  as  ex-officio  members. 
Large  hospitals  with  large  active  and  associate 
medical  staffs  should  have,  in  addition,  a pro- 
fessional disaster  committee.  In  metropolitan 
areas  with  several  hospitals  and  overlapping 
staff  memberships,  this  committee  should  be 
comprised  of  physicians  who  ordinarily  send 
most  of  their  patients  for  hospitalization  to  the 
given  hospital.  This  type  of  hard  core  committee 
is  familiar  with  the  hospital  facilities,  staff  per- 
sonnel, and  can  plan  and  function  better  in 
emergencies. 

THE  HOSPITAL  committee  is  responsible  for 
the  coordination  of  all  aspects  of  preparation 
of  the  facilities  for  receiving  and  caring  for 
patients  including  parking  and  arrangements  for 
traffic  control.  Most  hospitals  can  increase  their 
bed  capacity  by  fifty  percent,  or  more.  This 
requires  additional  beds  or  cots  and  other  equip- 
ment to  be  made  available  on  short  notice. 

Surveys  should  be  made  at  least  once  a week 
to  determine  how  many  presently  occupied  beds 
could  be  made  available  in  emergencies  by  dis- 
charging safely  certain  patients.  Other  suitable 
buildings  may  be  surveyed  for  expansion.  As- 
signments should  be  made  and  the  duties  of  the 


hospital  personnel  and  that  of  auxiliary  per- 
sonnel enlisted  for  service,  when  required, 
should  be  outlined.  The  U.S.  Public  Health 
Medical  Self-Help  Course  covers  basic  training 
for  hospital  and  auxiliary  personnel.  Provision 
should  be  made  for  an  ample  staff  to  carry  dsas- 
ter  victims  from  ambulances  or  other  vehicles 
into  the  hospital.  Drivers  should  not  leave  their 
cars  as  the  unloading  zone  must  be  kept  clear 
for  incoming  casualties. 

DR.  SPENCER  concludes  his  article,  “A  disaster 
plan  in  a civilian  hospital  is  a cooperative 
venture.  It  is  not  just  a medical  staff  activity, 
nor  an  administrative  exercise,  nor  a facet  of  the 
training  program  for  nurses;  the  plan  is  all  these 
and  more.  It  is  a scheme  of  action  calculated  to 
assure  that  the  hospital  will  not  be  found  want- 
ing when  confronted  with  a massive  emergency 
for  which  experience  has  not  prepared  it.  It 
requires  subordination  of  personal  and  selfish 
desires  in  the  interest  of  total  achievement.  A 
hospital  which  lacks  such  a plan,  or  fails  to 
rehearse  it  periodically,  is  not  keeping  faith  with 
those  who  make  the  institution  possible.” 


BLUE  SHIELD  BENEFITS  TOP  BILLION 
DOLLAR  MARK  FIRST  TIME  IN  1963 

Benefits  paid  by  the  77  Blue  Shield  plans  in 
the  United  States,  Canada  and  Jamaica  topped 
the  billion  dollar  mark  for  the  first  time  in  1963. 

A total  of  $1,066,734,309  in  benefits  was  paid 
to  doctors  for  their  services  to  a record  number 
of  subscribers  and  dependents.  Blue  Shield  1963 
membership  increased  2,545,635,  up  5 per  cent 
from  1962,  to  an  all-time  high  of  53,450,349. 

Blue  Shield  plans  covered  26.41  per  cent  of 
the  United  States  population  and  21.07  per  cent 
of  the  Canadian  population  in  1963. 

The  percentage  of  those  covered  in  the  United 
States  increased  in  1963,  with  Canadian  Blue 
Shield  coverage  up  over  one-third  that  of  1962. 

Blue  Shield  plans  had  1963  enrollment  gains 
totaling  1,627,798  while  new  plans  in  Memphis 
and  Montreal  added  917,837  additional  mem- 
bers. 


580 


Arizona  Medicine 


In  anxiety 
states: 

B and  C 
vitamins 
are  therapy 


Stress  formula  vitamins  are  an  important  supportive  measure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B|  (asThiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Niacinamide  100  mg 

Vitamin  C (Ascorbic  Acid)  300  mg 

Vitamin  B<,  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  A mcgm 

Calcium  Pantothenate 
Recommended  intake:  Adults,  1 c; 
daily,  for  the  treatment  of  vit  .mi  1 defi- 
ciencies. Supplied  in  decorative  "re- 
minder" jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N Y 


PHYSICAL!. 


All  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


All  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


IVIEPROSPAI\r-400 

(MEPROBAMATE  400  MG.  SUSTAINED  RELEASE) 

Simplified,  convenient  dosage  for  emotional  relief . 


Side  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 
is  remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
has  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
may  occur,  generally  developing  after  1-4  doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate  contraindicate  subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause 
drowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
Operation  of  motor  vehicles  or  machinery  or  other  activity 
requiring  alertness  should  be  avoided  if  these  symptoms  are 
present.  Effects  of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack - 
age,  and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 


CME-760 


WALLACE  LABORATORIES  # Cranbury , N.  J. 


In  Memoriam 


HUBERT  JOACHIM  ADLER,  M.D. 
1894—1964 


Dr.  Adler  died  unexpectedly  in  his  home  on 
May  2nd,  1964. 

He  was  born  in  Prague,  Czechoslovakia.  His 
father,  Guido  Adler,  PhD.,  professor  and  direc- 
tor of  the  Department  of  History  of  Music, 
Vienna  University,  was  an  international  celebri- 
ty. Dr.  Adler  inherited  the  scholarly  attitude  and 
the  urge  to  be  a perfectionist  in  his  chosen 
field,  ENT. 

He  was  graduated  as  an  M.D.  from  Vienna 
University  in  1921,  went  into  surgical  and  ENT 
residency  training  from  1921  to  1925  at  one  of 
the  then  famous  Viennese  University  Hospitals 
and  then  went  into  private  practice  as  an  ENT 
specialist  in  Vienna  from  1925  to  1938,  serving 
also  as  an  ENT  consultant  to  various  hospitals. 

Under  the  threat  of  Hitler  he  emigrated  with 
his  family  to  the  U.S.A.  in  1938  and  started  his 
medical  career  all  over  as  an  intern  and  ENT 
resident  in  Seattle,  West  Virginia  and  Chicago; 
finally  he  went  once  more  into  private  practice 
in  New  Jersey  from  1944  to  1949. 


In  1949  he  became  Chief,  ENT  Service,  as  a 
civilian  employee  of  the  U.S.  Army  in  Fort 
Meade,  Md.,  and  later  in  Camp  Kilmer,  N.J. 

In  1953  the  Veterans  Administration  appointed 
him  as  an  ENT  physician.  He  has  served  in  that 
capacity  an  untold  number  of  veterans  in  the 
VA  Hospital  Phoenix  to  his  end. 

A scholar  all  his  life,  he  spent  much  of  his 
spare  time  and  part  of  his  vacations  in  medical 
libraries  and  issued  a long  list  of  scientific 
publications  dealing  with  surgical,  technical  and 
ENT  problems  in  addition  to  published  cor- 
respondence in  German,  British  and  American 
medical  journals.  Plans  for  a new  research  pro- 
ject were  interrupted  by  his  death. 

His  sincere  interest  in  every  single  one  of  his 
patients,  his  warmhearted  personality  won  him 
many  friends  who  already  sorely  miss  him.  Our 
sympathy  goes  out  to  his  bereaved  family.  He 
will  not  be  forgotten  by  his  patients  and  friends. 

Leo  Reich,  M.D. 
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BERCULIN/TINETEST 


(Rosenthal)  Lederle 


TAKE  5 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWAB  THEARM- 
UNCAPA  TINE  TEST- 
PRESS-DISCARD 
THAT  S ALL 
THERE  IS  TO  IT. 


Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES, 


A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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Robert  Lorenzen,  M.D. 

Editor-in-Chief,  Arizona  Medicine 
P.O.  Box  128,  Phoenix,  Arizona 

Dear  Sir: 

As  is  well-known,  the  Cancer  Chemotherapy 
National  Service  Center  has  discovered  a num- 
ber of  compounds  which  are  of  palliative  value 
in  various  forms  of  cancer. 

It  would  seem  logical  to  conclude  that  chem- 
ical agents  capable  of  producing  a diminution 
of  tumor  size,  or  otherwise  capable  of  affecting 
the  malignant  process  after  it  has  established 
itself,  would  attack  a cancer  which  is  just 
beginning.  Under  these  circumstances  the 
growth  would  perhaps  not  be  able  to  get  started. 
Thus  we  arrive  at  the  very  simple  idea  that 
these  chemotherapeutic  agents  may  serve  as 
preventives  of  the  disease  if  they  are  taken  con- 
tinuously in  maintenance  doses  during  the  life 
of  any  individual. 

As  nearly  obvious  as  this  conclusion  is,  a 
survey  of  “Chemical  Abstracts”  has  shown  us 
that  no  general  idea  of  this  sort  seems  to  have 
been  advanced,  although  a few  scattered  refer- 
ences have  been  made  to  single  compounds  as 
possible  prophylactics. 

One  way  to  test  the  theory  would  be  to  secure 
a number  of  mice  belonging  to  a strain  which 
will  normally  develop  a high  incidence  of  can- 
cer. These  mice  would  at  an  early  age  be  divided 
into  two  groups,  one  of  which  is  given  main- 
tenance doses  of  a known  anti-cancer  agent, 
while  the  other  group,  untreated,  would  consti- 
tute the  controls.  Any  significant  difference  in 
the  number  of  cancer  cases  developing  in  the 
two  groups  would  be  a first  test  of  the  feasability 
of  the  idea. 

Extension  of  the  test  to  higher  animals  and 
eventually  to  humans,  should  it  prove  successful 
with  the  mice,  would  be  a long  and  tedious 
process,  but  in  our  opinion  well  worth  while, 
as  we  feel  certain  there  are  many  who  would 
welcome  even  some  degree  of  prophylaxis  against 
this  dread  disease. 

We  believe  the  chances  of  success,  while 
admittedly  completely  unknown,  are  great 
enough  to  justify  launching  a campaign  for 
funds.  These  would  need  to  be  reasonably  mod- 
est to  secure  results  which  would  indicate  as 


Correspondence 

a first  approximation  whether  any  hope  lies 
in  our  plan. 

Donald  L.  Vivian,  Ph.D. 
Professor  of  Pharmacy 
University  of  Arizona 
Willis  R.  Brewer,  Ph.D. 
Dean 

University  of  Arizona 


Robert  F.  Lorenzen,  M.D.,  Editor 
Arizona  Medicine 
P.O.  Box  128 
Scottsdale,  Arizona  85252 

Dear  Dr.  Lorenzen: 

The  second  annual  Community  Health  Week, 
sponsored  by  the  American  Medical  Association, 
will  be  observed  October  18-24,  1964.  This  has 
been  planned  to  attract  public  attention  to  the 
medical  and  health  facilities  existing  in  all 
communities. 

All  communications  media,  particularly  radio, 
television,  and  newspapers,  will  encourage  rec- 
ognition of  the  achievements  of  medicine  and 
public  health  during  the  past  few  decades,  as 
well  as  point  up  the  need  for  local  responsibility 
for  the  development  of  community  health  facili- 
ties. We  hope  you  will  call  the  attention  of  your 
readership  to  the  importance  of  Community 
Health  Week  and  its  objectives  by  appropriate 
announcement  or  editorial  comment. 

The  factors  contributing  to  more  healthful 
living  include,  among  others,  the  development 
of  modern  hospitals,  the  expansion  of  public 
health  facilities,  the  growth  of  health  insurance 
programs,  public  awareness  of  good  health  prac- 
tices, regular  counseling  with  a family  physician, 
the  use  of  available  immunizations,  the  avoid- 
ance of  quacks  and  charlatans,  and  the  recogni- 
tion of  the  inadequacies  of  self-diagnosis  and 
self-medication. 

In  addition,  you  may  wish  to  emphasize  the 
need  to  take  stock  of  our  present  health  assets 
and  our  responsibility  to  make  certain  that  the 
high  standards  of  health  protection  and  service 
we  enjoy  today  will  be  adequate  for  the  needs 
that  will  arise  in  the  future. 

Sincerely, 

F.  J.  L.  Blasingame,  M.D., 
Executive  Vice-President, 

American  Medical  Association 
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First  National  Bank's 
Investment  Experts  Can 


PROTECT  YOUR  ESTATE 

AGAINST  UNWISE 

INVESTMENT! 


Our  many  years  of  trust  experience  have  shown 
that  willing  property  directly  to  beneficiaries  is 
often  a burden  in  disguise.  Many  times  bene- 
ficiaries are  not  prepared  either  by  training  or 
experience  to  handle  or  invest  funds  wisely. 

Thus  an  estate  carefully  nurtured  and  brought 
to  fruit  may  be  easily  dissipated  by  unwise  in- 
vestment made  on  the  advice  of  well-meaning 
but  ill-informed  friends  or  relatives. 

To  secure  the  full  benefits  of  your  estate  to  your 
heirs,  arrange  an  appointment  for  you  and  your 
attorney  to  visit  one  of  First  National  Bank’s 
investment  officers  to  discuss  the  investment 
future  of  your  estate  through  the  appointment 
of  First  National  as  trustee  of  your  estate. 

Our  years  of  estate  management,  investment 
know-how  and  group  judgment  can  conserve  the 
fruits  of  your  estate  for  your  heirs,  allowing 
them  the  economic  uses  of  your  estate  without 
the  burden  of  management  and  investment 
duties.  And  the  cost  is  less  than  you  might 
expect. 


NATIONAL 

BANK 

OF  ARIZONA 

Complete  Trust  Services  Statewide 

In  Tucson  Call  Mr,  William  Coerver,  622-3686 
in  Yuma  call  Mr.  Robert  Oakley,  SU  2-4331 
in  Phoenix  call  Mr.  David  G.  Davies,  271-6000 
or  contact  your  nearest  office  manager  and  arrange  for 
an  appointment. 


■ PETN  (pentaerythritol  tetranitrate)  to  in- 
crease oxygen  supply 


■ plus  meprobamate  to  decrease  anxiety  and 
tension 


Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  not  cause  depression. 


Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
headache,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions:  Me- 
probamate may  increase  effects  of  excessive 
alcohol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘Miltrate’  should  be  given  with  caution  in 
glaucoma.  Complete  product  information 
available  in  the  product  package,  and  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 

CM  L*  1055 


MILTRATE9 

meprobamate  200  mg.  + pentaerythritol  tetranitrate  10  mg. 


\^/®WALLACE  lab  ORATORIES /Cranbury,  N.J. 
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ARIZ.  BOARD  SAYS  FACTORIES  MUST 
BUY  ONLY  FROM  PHARMACIES 


Board  rules  that  first  aid  stations  are  not 
intended  to  'provide  repeated  treatment' 


First  aid  stations  in  industrial  plants  must 
obtain  their  drugs  from  a pharmacy,  rather  than 
directly  from  a manufacturer  or  wholesaler,  the 
Arizona  pharmacy  board  has  declared. 

In  a statement  dealing  with  the  handling  of 
drugs  in  industrial  first  aid  stations,  the  board 
pointed  out  that  “industrial  medicine  is  not 
meant  to  replace  the  family  physician,  ft  is  not 
meant  to  provide  repeated  treatment.” 

Accordingly,  the  board  said,  “the  variety  and 
quantity  of  medications  allowed  at  an  industrial 
first  aid  station  must  be  kept  to  a minimum,  and 
must  be  only  sufficient  to  meet  the  needs  of  the 
individual  station.  . . . Relatives  of  employees 
and  other  non-employees  should  not  receive  pro- 
fessional, medical  or  pharmaceutical  services 
through  such  stations.” 

Purchasing:  With  respect  to  the  purchasing  of 
drug  supplies,  the  board  pointed  out  that  a 
manufacturer  or  wholesaler  is  permitted  to  sell 
drugs  in  Arizona  only  to  a person  or  company 
that  holds  a license  from  the  board.  Therefore, 
the  board  said,  an  industrial  first  aid  station 
must  obtain  its  drugs  from  a pharmacy. 

The  board  noted  that,  while  drugs  ordered 
for  a first  aid  station  may  be  billed  to  the 
company,  the  order  must  come  from  the  physi- 
cian in  charge  of  the  station. 

Single  Dose:  The  pharmacy  board  pointed  out 
that  a nurse  at  a first  aid  station  is  authorized  to 
issue  only  a single  dose  of  medication  to  a 
pat’ent  . . . but  may  not  issue  more  than  one 
dose. 

“If  an  employee  requires  more  than  one  dose 
of  a medication,  or  additional  pharmaceutical 
services,  the  industrial  physician  should  write 
or  phone  a Rx  order  to  a pharmacy,”  the  board 
said. 


Reprints 

NEW  U.S.  DRUG  REGULATIONS  BRING 
FEWER  PRODUCTS  AND  BOOST  COSTS 

The  governments  restrictive  regulations 
agains  the  drug  industry  have  in  one  year’s  time 
resulted  in  fewer  new  drugs  and  raised  manu- 
facturing costs  to  unrealistic  proportions,  the 
Pharmaceutical  Manufacturers  Association  said 
in  a recent  issue  of  The  New  Physician,  the 
journal  of  the  Student  American  Medical 
Association. 

“Some  of  the  worst  fears  of  a year  ago  have 
been  realized,”  the  article  said,  adding:  “there 
have  been  fewer  new  drugs;  those  that  have 
appeared  have  arrived  at  a slower  pace,  and  it 
is  costing  more  than  ever  before  to  make  a 
new  drug  product  available.” 

The  article,  written  by  C.  Joseph  Stetler, 
Washington,  D.C.,  executive  vice-president  and 
general  counsel  of  the  Pharmaceutical  Manufac- 
turers Association,  charged  that  the  new  regula- 
tions call  on  researchers  and  sponsors  to  fill  out 
lengthy  government  forms,  submit  detailed  in- 
vestigational plans,  and  render  regular  reports 
as  an  investigation  progresses. 

He  said  that  the  Food  and  Drug  Administra- 
tion “now  must  give  its  affirmative  approval 
before  a new  drug  can  be  marketed,  and  pass 
on  questions  of  effectiveness  as  well  as  safety.” 

“As  a result,”  Mr.  Stetler  said,  “the  regulations 
have  imposed  excessive  burdens  on  clinical  in- 
vestigators, destroyed  much  of  the  value  of  trade 
names,  underestimated  the  physician’s  intelli- 
gence, tended  to  substitute  bureaucratic  for 
scientific  judgment,  and  in  some  instances  they 
clearly  go  beyond  the  intent  of  Congress.” 

Mr.  Stetler  said  his  Association,  representing 
140  drug  manufacturing  firms,  completed  a 
survey  which  showed  that  “10  pharmaceutical 
companies,  several  of  them  among  the  nation’s 
major  producers  of  ethical  drugs,  reported  dras- 
tic curtailment  of  research  and  development 
operations  in  1963.” 

“One  major  company  reduced  its  research  staff 
by  55.  Another  company  claims  that  of  67  agents 
‘out’  for  clinical  trial  as  of  July  1962,  only  17 
were  continued.  Another  firm  acknowledged 
that  90  investigations  were  discontinued,  20  of 
which  were  almost  complete.  Still  another  com- 
pany dropped  30%  of  its  projects,  though  all  were 
rated  ‘good’  to  ‘enthusiastic’  by  research 
personnel. 


August,  1964 


587 


“Other  firms  reported  a cutback  in  the  number 
of  projects  undertaken  despite  increased  re- 
search and  development  expenditures.  Two  mid- 
western  companies  closed  their  research 
departments.  Others  considered  initiating  more 
research  abroad,  and  still  others  merged  with 
stronger  firms.  It  is  estimated  that  a total  of 
600  investigations  planned  before  the  new  drug 
regulations  went  into  effect  have  been  cancelled 
or  postponed.” 

Another  serious  drawback,  Mr.  Stetler  said, 
is  “the  exodus  of  research  talent  to  other,  less 
regulated  scientific  fields.” 

Continuing,  he  said: 

“Many  express  the  fear  there  may  be  fewer 
drugs  in  the  years  to  come  if  the  law  and 
regulations  are  not  modified.  The  trend  has  been 
downward  since  the  start  of  the  investigation 
of  the  drug  industry  on  December  7,  1959.  In 
that  year,  a record  62  completely  new  products 
were  placed  on  the  market.  This  number  fell  to 
39  in  1960,  34  in  1961  and  28  in  1962.  On  the 
basis  of  early  returns,  this  number  may  be  as 
low  as  14  for  1963. 

“Before  enactment  of  the  new  regulations,  it 
took  five  to  six  years,  on  the  average,  to  place 
a truly  new  drug  discovery  on  the  market. 
Unless  the  regulations  are  modified,  this  time 
may  be  extended  to  10  years.  Thus,  the  tempo 
of  discovery  and  development  could  be  set  back 
a decade,  with  other  products  being  delayed 
until  the  log  jam  breaks.  The  question  arises  as 
to  how  many  individuals  may  suffer  or  die  un- 
necessarily during  this  period  for  lack  of  a drug 
that  isn’t  available  because  of  excessive  demands 
in  the  regulations.” 

Mr.  Stetler  pointed  out  in  The  New  Physician 
article  that  the  survey  showed  a sharp  rise  in 
production  costs  during  the  last  year. 

“The  average  cost  of  producing  a uniquely 
new  drug  product  was  estimated  at  8.5  million 
dollars  before  the  regulations  took  effect.  Esti- 
mates indicate  the  cost  of  producing  a new 
drug  under  the  new  regulations  may  approach 
10  million  dollars.  This  is  due  to  many  factors. 
Those  related  to  the  regulations  are  increased 
administrative  costs,  additional  complicated  and 
costly  animal  testing,  and  foreign  competition. 
Inevitably,  these  higher  production  costs  will  be 
reflected  in  higher  prices.” 

Source:  PMA  Newsletter 


matters  of  editorial  interest 
to  tiie  medical  profession 


The  success  of  Blue  Shield  is  based  almost 
entirely  upon  people  — people  serving  other 
people  when  they  are  hurt  or  ill.  It  is  a remark- 
able humanitarian  concept  of  modern  times. 

This  action  demonstrates  an  accord  among 
those  comprising  the  medical  profession  in  the 
furnishing  of  needed  medical  services.  Equally, 
it  demonstrates  a responsiveness  on  the  part 
of  the  public  to  be  members  of  Blue  Shield. 
This  indicates  a positive  desire  on  the  public’s 
part  to  extend  the  free  enterprise  system  and 
in  no  way  have  it  impeded  by  federal  controls 
of  one  sort  or  another. 

Also  entering  this  picture  is  Blue  Shield  itself 
— an  organization  devoting  itself  solely  to  fur- 
thering the  service  of  medicine  to  the  patient, 
acting  as  it  does  as  a two-way  avenue  between 
the  medical  profession  and  the  Blue  Shield 
membership  in  aggregate.  The  Blue  Shield  or- 
ganization facilitates  the  service  by  accelerating 
the  approval  of  claims  for  the  subscribers  and 
reimbursing  on  schedule  the  medical  profession 
for  rendering  these  services. 

The  most  important  factor  of  all  is  that  this 
is  a logical  and  economical  way  of  providing 
health  care  for  those  who  need  it. 

There  have  been  some  highly  artistically  de- 
signed theorems  advanced  in  recent  years  that 
would  see  the  federal  government  disturb  this 
amiable  and  realistic  working  agreement  be- 
tween the  peoples  involved.  Every  effort  should 
be  made  by  the  medical  profession,  by  the 
public  and  patient,  too,  and  the  Blue  Shield 
organizations,  to  see  that  this  cherished,  un- 
written contract  remains  a part  of  our  heritage 
and  is  never  in  any  way  impugned. 

If  any  one  of  the  three  elements  comprising 
this  working  agreement  is  ever  made  ineffectual, 
any  chance  of  survival  for  the  other  two  will 
be  nil. 
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DOCTORS  HAVE  ASKED: 

WHY  DON'T  YOU  INCREASE  THE  SURGICAL  SCHEDULE? 
WHY  DON'T  YOU  INCREASE  THE  ANESTHETIST  SCHEDULE? 
WHY  DON'T  YOU  ALLOW  MORE  FOR  DOCTORS'  CALLS? 


To  increase  the  benefits  of  these  schedules  would  naturally  require  a substantial  increase 
in  premium  rates  of  the  Hospital  Benefits  Assurance  Plan. 

MAJOR  MEDICAL  EXPENSE  POLICY 

Instead  of  paying  such  an  increase  in  premium,  our  policy-owners  prefer  to  have  a Major 
Medical  Expense  Policy.  It  is  more  than  a small  amount,  they  will  be  protected  from  major 
catastrophes  by  the  Major  Medical  Expense  Policy. 

It  provides  your  patients  with  coverage  that  may  start  paying  while  their  hospital  plan  is 
paying  and  continues  to  pay  when  their  hospital  protection  stops.  After  the  deductible, 
the  Major  Medical  pays  80%  of  covered  expenses  up  to  $5,000.00  or  $10,000.00.  This 
co-insurance  feature  with  the  deductible  keeps  the  cost  of  this  valuable  protection  low.  It 
gives  your  patients  complete  peace  of  mind  when  they  must  go  to  the  hospital. 

While  we  feel  that  our  benefits  paid  for  surgical  procedures  are  generous,  in  no  way  do 
they  set  the  physician's  fee.  We  believe  that  the  physician's  fee  is  a personal  matter  between 
the  doctor  and  his  patient. 


HBA  MAJOR  MEDICAL  HELPS  PAY 


Hospital  Room  & Board 
Hospital  Services 
Surgical  Fees 
Doctor's  Calls 


Anesthesia  & Administration 
Lab  Tests  & X-Ray 
Drugs  & Medications 
Private  Nurses 


Prosthetic  Appliances 
Radioactive  Therapy 
Ambulance  Service 
Rental  Equipment 


GUARANTEED  RENEWABLE  FOR  LIFE  PAYS  IN  ADDITION  TO  ANY 
ANYWHERE  IN  THE  WORLD  HOSPITAL  PLAN  FULL  BENEFITS 


Phoenix  — 1st  Street  & Willetta 
Mesa  — 456  N.  Country  Club  Drive 
Tucson  — 31  North  Tucson  Blvd. 


I 

[ T H E(  HB A)  LIFE 

i 

I INSURANCE  COMPANY 
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Medical  Center  'X-Ray  and  Clinical  JlaboraUry 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 


DIAGNOSTIC  X-RAY 
CLINICAL  PATHOLOGY 
ELECTROCARDIOGRAPHY 

R.  Lee  Foster,  M.D. , F.A.C.R.,  F.A.C.P.,  Director 


X-RAY  THERAPY 
TISSUE  PATHOLOGY 
BASAL  METABOLISM 

Martin  L.  List , M.D.,  Radiologist 


Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 


Whether  you're  a teacher  correcting  exams.  A student  cramming  for  them.  A housewife 
cleaning  up  after  the  kids.  Or  a businessman  working  late  at  night.  Whoever  you  are, 

things  go  better  when  you  pause  and  refresh  with  ice-cold  Coca-Cola. 

# • 
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Future  Medical  Meetings  and  Postgraduate  Education 


9th  Annual  Meeting  of  the 
MEDICAL  SOCIETY  OF  THE  UNITED 
STATES  AND  MEXICO 

Mountain  Shadows 
Phoenix,  Arizona 

December  9,  10,  11,  12,  1964 

FOR  INFORMATION  WRITE: 

James  Nauman,  M.D. 

1603  N.  Tucson  Blvd. 

Tucson,  Arizona 


AMERICAN  SOCIETY  OF  HUMAN 
GENETICS 

Boulder,  Colorado 
August  22-28,  1964 


INTERNATIONAL  CONFERENCE  ON 
PREVENTIVE  CARDIOLOGY 

University  of  Vermont 
Burlington,  Vermont 
August  24-28,  1964 


ROCKY  MOUNTAIN  RADIOLOGICAL 
SOCIETY 

Brown  Palance  Hotel 
Denver,  Colorado 
August  20-22,  1964 


AMERICAN  ACADEMY  OF  PHYSICAL 
MEDICINE  AND  REHABILITATION 

Statler-Hilton  Hotel 

Boston,  Mass.  August  24,  1964 


AMERICAN  INSTITUTE  OF  ULTRA- 
SONICS IN  MEDICINE 

Statler-Hilton  Hotel 

Boston,  Mass.  August  22,  1964 


AMERICAN  CONGRESS  OF  PHYSICAL 
MEDICINE  AND  REHABILITATION 

Statler-Hilton  Hotel 

Boston,  Mass.  August  23-28,  1964 


46th  Annual  Meeting 

SOUTHWESTERN 
MEDICAL  ASSOCIATION 

Las  Vegas,  Nevada  at  the 
fabulous  Flamingo  (800  rooms) 

OCTOBER  22-24,  1964 

Sunshine  — Shashaying  — Swimming 

AFTERNOONS  OPEN 

Faculty  at  meeting  is  from  the  School  of 
Medicine,  University  of  California,  San  Fran- 
cisco Medical  Center. 

FROM  RENAL  STONES 
TO  GALLOPIN  BONES 
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THE  DIAGNOSTIC  LABORATORY 

r _ 1 _ • • 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY 

MAURICE  ROSENTHAL,  M.D. 
GEORGE  SCHARF,  M.D. 
SEYMOUR  B.  SILVERMAN,  M.D. 
BLAND  GIDDINGS,  M.D. 
GERALDINE  PACE,  M.D. 


DEPARTMENT  OF  RADIOLOGY 

MARCY  L.  SUSSAAAN,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1 1 30  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 


DOCTOR,  will  you  specify  DESERET'S  brand  of 


MEPROBAMATE 


Desa-Bamate 


Proprietary  protection  of  your  prescription 
with  generic  economy  to  your  patient. 

DESERET  PHARMACEUTICAL  CO.  - Salt  Lake  City,  Utah 
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Physicians’  Directory 


ArMA 

DIRECTORY 
AND  CLASSIFIED 
RATES 

• Professional  card  and  classified  space  is  avail- 
able at  $3.50  for  the  first  fifty  words  or  less; 
5c  for  each  additional  word  thereafter. 

• Mail  copy  to  Business  Manager,  ARIZONA 
MEDICINE,  Post  Office  Box  128,  Scottsdale; 
Arizona  85252,  not  later  than  the  tenth  of  the 
month  preceding  publication. 


ALLERGY 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — ALpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate 

American  Board  of  Internal  Medicine 
and  Subspecialty  Board  of  Allergy 

31  W.  Camelback  Road  500  W.  10th  Place 

Phoenix  Mesa 

277-3337  969-3966 


HOWARD  M.  PURCELL,  JR.,  M.D. 

JAMES  A.  SMIDT,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 
Phoenix  13,  Arizona 

A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 


ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D, 
F.A.C.S.*  - Ray  Fife,  M.D.,  F.A.C.S.*  - Sidney  L,  Stovall,  M.D. 
F.A.C.S.*  - Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D, 

*Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  Street  — Phoenix,  Arizona  — CR  7-6211 


PATHOLOGY 

LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 
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Pharmacy  Directs 


PSYCHIATRY 


LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 


Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizj 

Milburn  F.  Dierdorf 


RADIOLOGY 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology  and  X-ray  Therapy 

1313  N.  Second, St. 

Phone  ALpine  8-3484 
Phoenix,  Arizona 

MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  McDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

ALpine  8-1601  WHitney  5-3959 


Fairmont  Pharmacy 

3231  East  McDowell  Road 


Phoenl 


PRESCRIPTIONS  - DRUGS  - COSMETICS  - FOU‘ 
BRidge  5-5719  FREI 


iScottsdale  call 

Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
218  E.  Stetson  Drive 
Scottsdale,  Arizona 


SURGERY 


DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  MA  2-3371  Home  Phone  EA  5-9433 


LOWELL  C.  WORMLEY,  M.D.,  F.A.C.S. 

Mid-Town  Medical  Building 
1 North  12th  Street 
Phoenix,  Arizona 
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Classified 


Jarmacy  Directory 


Serving  Arizona 
Health  Needs 
Since  1908 


fiuaft’Sixifu 

V drug  stores 


nix  - Tucson  - Scottsdale  - Mesa  - Tempe 
vale  - Glendale  - Westown  - Sunnyslope 
Paradise  Hills  - Globe  - Miami 
Casa  Grande  - Wickenburg 


Classified 


BUTLER'S  REST  HOME 

• Bed  Patients  and  Chronics 
vision  • 24  Hour  Nursing  Care 

Excellent  Food  • State  Licensed 

7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 


FOR  LEASE 

OFFICE  SUITE  — Carpeted,  draped,  utilities 
and  janitor  service  furnished.  PALM  CIRCLE 
MEDICAL  CENTER 

Contact:  Rex  E.  Umbenhaur,  D.D.S 
4428  Palm  Circle  Scottsdale,  Arizona 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishki 1 1,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
:or  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  EA  7-7471 
At  Your  Service  24  Hours  Daily 
2nd  St.  Tucson,  Arizona 

"Established  1932" 


Locum  Tenans  — Gen.  Practice,  Licensed  Ariz. 
Efficient,  Reliable,  Experienced 
Desires  Employment  12-15-64  thru  4-15-65 

REPLY: 

J.  J.  HOHNER,  M.D. 

Route  1,  Box  1 19  — Antioch,  III. 


Professional  Programs  for  Professional  Men 

5133  N.  Central  Ave.  — Phoenix 
Telephone  277-1487 


Physicians  Wanted 

Positions  available  July  1,  1964  for  well  quali- 
fied general  physicians  at  the  Arizona  State 
Hospital.  Arizona  licensure  required.  Begin- 
ning salary  $15,000  annually.  Contact  Robert 
J.  Shearer,  M.  D.,  Action  Director,  Arizona 
State  Hospital,  2500  East  Van  Buren,  Phoenix, 
Arizona. 


, 1964 
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FOR  SALE  BY  ESTATE: 

Complete  doctor's  office  equipment  and 
supplies  including  — 

G.E.  x-ray  unit,  Maxicon  Model  KX22-44 
single  tube  stationary  anode,  full  position 
table,  200  MA  100  KVP  generator,  complete 
with  foot  rest,  cones,  etc. 

G.E.  Vertical  Fluoroscope. 

Underwood  Electric  Typewriter. 

Thermo-Fax  Copier. 

Dictaphone. 

Furniture,  examining  equipment,  laboratory 
equipment,  etc. 

Will  accept  offer  on  part,  or  all. 

Contact  Virginia  McLemore,  Executrix 
9 West  Pepper  Place,  Mesa,  Arizona 
Telephone  964-2977 
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tempting  strawberry  taste  treat 
for  your  iron-deficient  patients 


Vitamin  B Complex,  and  Vitamin  C 


U.C.  MEDICAL  CENTER  LIBRARY 
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San  Francisco,  22 


complex  vitamins  in  a chexoable  tablet 
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full  complement  of 

highly  trained  registered  nurses 
ps  make  the  patient’s  stay  at  Camelback  Hospital 
an  infinitely  more  pleasant  one. 

V normal  ratio  of  more  than 
- registered  staff  nurse  for  every  two  patients 
assures  maximum  attention  and  consideration 
at  all  times.  Constant  care  and  supervision 
f patients  is  provided  around  the  clock 

by  the  entire  hospital  staff. 


5055  North  34th  Street 

AMherst  4-4111 

PHOENIX,  ARIZONA 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHIATRY 

A Non-Profit  Corporation 


L 


ocated  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 
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nasal  spray 


anWstamroic  decongestant 


helps  hay  fever 
patients  forget 
the “season” 


nTz  Nasal  Spray  gives  prompt,  depend- 
able decongestion  of  the  nasal  membranes 
for  fast  symptomatic  relief  of  hay  fever. 
The  first  spray  shrinks  the  turbinates,  re- 
stores nasal  ventilation  and  stops  mouth 
breathing.  The  second  spray,  a few  min- 
utes later,  improves  sinus  ventilation  and 
drainage.  Excessive  rhinorrhea  is  reduced. 

nTz  Nasal  Spray  also  provides  deconges- 
tive  relief  for  head  colds,  perennial  rhinitis 
and  sinusitis.  Supplied  in  leakproof, 
pocket-size,  squeeze  bottles  of  20  ml.  and 

in  bottles  of  30  ml.  with  dropper. 

iTriasai  spray 


nTz  is  more  than  a simple  vasoconstrictor. 
It  contains  [N]eo-Synephrine@  HCI  0.5%- 
the  efficacy  of  which  is  unexcelled-to 
shrink  nasal  membranes  and  provide  inner 
space;  [Tjhenfadil®  HCI  0.1%  for  topical 
antiallergic  action;  and  [Z]ephiran®  Cl 
1:5000  (antibacterial  wetting  agent)  to  pro- 
mote the  spread  of  the  decongestant  com- 
ponents to  less  accessible  nasal  areas. 

nTz  is  well  tolerated  and  does  not  harm 
respiratory  tissues. 

nTz,  Neo-Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  then- 
yldiamine)and  Zephiran  (brand  of  benzalkonium  as  chloride,  refined),  trade- 
marks reg.  U.  S.  Pat.  Off.  iwsm 

Winthrop  Laboratories 
New  York  18,  N.Y. 
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Just  turned  hypertensive 


A 15  mm.  Hg  drop  in  diastolic  pressure 
would  also  suit  her  very  well 

For  suitably  gradual,  physiologic 
hypotensive  treatment 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg, 12  just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.: 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMII)  COMPANY,  Pearl  River,  N.  Y.  SiHSSlit: 
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ANOTHER  FIRST 

from  The  American 
Tobacco  Company 


FIRST 

With  A Charcoal-Menthol  Filter! 

FIRST 

Menthol  With  “Tar”  And 
Nicotine  Test  Results 
On  The  Pack! 


SMOKE  MONTCLAIR! 

The  Menthol  Is  In  The 
Charcoal-Menthol  Filter.  Just 
Enough  In  Every  Puff  Makes 
Every  Puff  A Pleasure! 
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ON  PROTECTION 


If  you  want  120  days  of  hospital  care, 
we  have  it  for  you  and  your  group 
— and  with  that  we  can  give  you 
unlimited  X-ray,  full  semi-private  room 
accommodations,  and  100%  coverage  for 
the  following  services  while  a hospi- 
tal bed  patient:  Operating  room,  surgical 
dressings,  cast  room  and  piaster  bandages, 
approved  drugs  and  serums,  biologicals 
and  solutions,  basal  metabolism,  clinical 
laboratory,  electrocardiograms,  oxygen 
therapy,  pathological  laboratory,  physical 
therapy,  electroencephalograms,  and 
anesthesia  supplies. 

We  can  offer  you  full  service  coverage 
for  Surgical  Care  and  In-Hospital  Medical 
Care.  If  you  are  under  certain  pre- 
scribed incomes,  you  then  are 


eligible  for  full  service  coverage. 

There  are  additional  endorse- 
ments that  can  be  added  to  this 
type  of  contract.  These  coverages 
are  flexible  on  services  and  costs. 

y There  are  54  Arizona  Blue 
Cross  Member  Hospitals  to  serve 
you  and  over  1500  Blue  Shield  Par- 
ticipating Physicians.  Where  else 
can  you  possibly  match,  such  a 
skilled  professional  team  in  provid- 
ing you  with  the  care  you  not  only 
want  but  also  need?  fi  There  are 
other  basic  contracts  starting  with 
30  days  of  care  with  varying  allow- 
ances graduated  right  on  up  to  the 
120  days  mentioned  above. 


a new 


Blue  CROSS 
blue  Shield 


PHOENIX  | TUCSON 


now  over  sixty-two  million 

members.  . . far  more  than 
the  next  twenty-five  largest 

insurance  companies  of  America 


wanr  ON  PROTECTION 
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DIRECTORY  AND 
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j Use  this  blank  to  write  your  Classified  Ad 
g to  find:  Associates  ® Partners  • Employees 
• Practices  • Equipment  • Announce  new 


office  locations,  etc. 
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Advertisements  Will  Be  Accepted 
Thru  the  Tenth  of  the  Month 
Preceding  Date  of  Issue. 
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P.O.  BOX  128 

SCOTTSDALE,  ARIZONA  85252 


First  National  Bank’s 
Investment  Experts  Can 

PROTECT  YOUR  ESTATE 


INVESTMENT! 


Our  many  years  of  trust  experience  have  shown 
that  willing  property  directly  to  beneficiaries  is 
often  a burden  in  disguise.  Many  times  bene- 
ficiaries are  not  prepared  either  by  training  or 
experience  to  handle  or  invest  funds  wisely. 

Thus  an  estate  carefully  nurtured  and  brought 
to  fruit  may  be  easily  dissipated  by  unwise  in- 
vestment made  on  the  advice  of  well-meaning 
but  ill-informed  friends  or  relatives. 

To  secure  the  full  benefits  of  your  estate  to  your 
heirs,  arrange  an  appointment  for  you  and  your 
attorney  to  visit  one  of  First  National  Bank's 
investment  officers  to  discuss  the  investment 
future  of  your  estate  through  the  appointment 
of  First  National  as  trustee  of  your  estate. 

Our  years  of  estate  management,  investment 
know-how  and  group  judgment  can  conserve  the 
fruits  of  your  estate  for  your  heirs,  allowing 
them  the  economic  uses  of  your  estate  without 
the  burden  of  management  and  investment 
duties.  And  the  cost  is  less  than  you  might 
expect. 


NATIONAL 

BANK 

OF  ARIZONA 

Complete  Trust  Services  Statewide 

In  Tucson  Call  Mr.  William  Coerver,  622-3686 
In  Yuma  call  Mr.  Robert  Oakley,  SU  2-4331 
In  Phoenix  call  Mr.  David  G.  Davies,  271-6000 
or  contact  your  nearest  office  manager  and  arrange  for 
on  appointment. 
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HOW  TO  BE  SURE 

your  young  patients  get  the  aspirin 
dosage  you  want  them  to  have 

The  answer  is  Orange  Flavored  Bayer  Aspirin  for  Children 

The  dosage  is  13T  grains  per  tablet.  Mothers  place  such  confi- 
dence in  the  Bayer  name.  And  the  new  orange  flavor  is  so  fresh 
and  smooth  that  children  take  it  readily.  (The  grip-tight  cap 
on  the  bottle  helps  keep  them  from  taking  it  on  their  own.) 

For  professional  samples,  just  write  The  Bayer  Company,  Dept.  112,  1450  Broadway,  New  York  18,,  New  York. 
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MEDICAL  ECONOMICS  COMMITTEE:  Ian  M.  Chesser,  M.D., 

Chairman  (Tucson) 

PROCUREMENT  & ASSIGNMENT  COMMITTEE:  Joseph  M. 

Greer,  M.D.,  Chairman  (Phoenix) 

PROFESSIONAL  COMMITTEE:  Jack  E.  Brooks,  M.D.,  Chair- 
man (Phoenix) 

PUBLIC  RELATIONS  COMMITTEE:  Paul  B.  Jarrett,  M.D., 

Chairman  (Phoenix) 

PUBLISHING  COMMITTEE:  Robert  F.  Lorenzen,  M.D.,  Chair- 
man (Phoenix) 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Richard  L.  Dexter, 
M.D.,  Chairman  (Tucson) 


COUNTY  MEDICAL  SOCIETY  OFFICERS  FOR  1964 

APACHE:  Ira  L.  Casey,  M.D.,  President,  Box  299,  Springerville; 
Jack  I.  Mowrey,  M.D.,  Secretary,  McNary  Hospital,  McNary. 

COCHISE:  Harry  C.  Smith,  M.D.,  President,  640  - 10th  St., 
Douglas;  Raymond  Grossman,  M.D.,  Secretary,  610  — 9th 
St.,  Douglas. 

COCONINO:  George  H.  Yard,  M.D.,  President,  206  W.  Hunt 
Ave.,  Flagstaff;  Leo  J.  Ankenbrandt,  M.D.,  Secretary,  2725 
E.  Lakin  Dr.,  Flagstaff. 

GILA:  Thomas  F.  Moore,  M.D.,  President,  P.  O.  Box  1207, 
Miami;  Bert  E.  Lambrecht,  M.D.,  Secretary,  Box  1837, 
Miami. 

GRAHAM:  Frederick  W.  Knight,  M.D.,  President,  618  Central 
Avenue,  Safford;  Robert  B.  Patterson,  M.D.,  Secretary, 
503  Fifth  Avenue,  Safford. 

GREENLEE:  Hugh  LaMaster,  M.D.,  President,  Box  1597,  Clifton; 
Charles  B.  Daniell,  M.D.,  Secretary,  Morenci  Hospital, 
Morenci. 

MARICOPA:  Wallace  A.  Reed,  M.D.,  President,  222  West  Osborn 
Rd.,  Phoenix;  Clifford  E.  Ernst,  M.D.,  Secretary,  909  E. 
Brill  St.,  Phoenix. 

(Society  Office  — 2025  N.  Central  Avenue,  Phoenix) 

MOHAVE:  Walter  Brazie,  M.D.,  President,  Masonic  Building, 
Kingman;  John  J.  Standifer,  M.D.,  Secretary,  412  E.  Oak 
Street,  Kingman. 

NAVAJO:  Theodore  L.  Lothman,  M.D.,  President,  Box  397,  Hol- 
brook; Claude  H.  Peterson,  M.D.,  Secretary,  212-A  Bruch- 
man  Bldg.,  Winslow. 

PIMA:  Hermann  S.  Rhu,  M.D.,  President,  Alvernon  & Fifth  St., 
Tucson,  Elliott  E.  Stearns,  Jr.,  M.D.,  Secretary,  2442  E.  Elm 
St.,  Tucson. 

(Society  Office  — 2555  East  Adams  Street,  Tucson) 

PINAL:  Robert  Z.  Collings,  Jr.,  M.D.,  President,  Florence  Blvd. 
& Center  St.,  Casa  Grande;  George  Boiko,  M.D.,  Secretary, 
703  N.  Olive  St.,  Casa  Grande. 

SANTA  CRUZ:  Karl  L.  Meyer,  M.D.,  President,  Stage  Building, 
Nogales;  Charles  S.  Smith,  M.D.,  Secretary,  Gebler  Building, 
Nogales. 

YAVAPAI:  Clarence  E.  Yount,  Jr.,  M.D.,  President,  P.  O.  Box 
1626,  Prescott;  William  R.  Shepard,  M.D.,  Secretary,  506 
Gurley  St.,  Prescott. 

YUMA:  Ellis  V.  Browning,  M.D.,  President,  407  N.  16th  St., 
Yuma;  James  Volpe,  Jr.,  M.D.,  Secretary,  1801  Sixth  Ave., 
Yuma. 


WOMAN’S  AUXILIARY  TO  THE  ARIZONA  MEDICAL 
ASSOCIATION  - 1964-65 

President  Mrs.  Richard  B.  Johns  (Ruth) 

508  W.  Rose  Lane,  Phoenix,  Arizona 

President-elect  Mrs.  Hubert  Estes  (Mickie) 

6911  Soyaluna  Place,  Tucson,  Arizona 

1st  Vice  President  Mrs.  Robert  G.  Delph  (Grace) 

651  Sunland  Drive  E.,  Chandler,  Arizona 

2nd  Vice  President Mrs.  Robert  L.  Gullen  (Beverly) 

5003  N.  22nd  St.,  Phoenix,  Arizona 

Treasurer:  Mrs.  Seymour  Shapiro  (Arline) 

5433  E.  Eighth  Street,  Tucson,  Arizona 

Recording  Secretary Mrs.  Hermann  S.  Rhu  (Ruth) 

2138  E.  Juanita,  Tucson,  Arizona 

Corresponding  Secretary Mrs.  Joe  L.  Bonnet  (Lorri) 

450  E.  Ocotillo  Rd.,  Phoenix,  Arizona 

Director  (1  year)  Mrs.  Clare  W.  Johnson  (MaryAnne) 

318  West  Lawrence  Road,  Phoenix  13,  Arizona 

Director  (1  year)  Mrs.  William  H.  Lyle  (Jill) 

1400  - 16th  Place,  Yuma,  Arizona 

Director  (2  years) Mrs.  Juan  Fonseca  (Virginia) 

Route  2,  Box  741,  Tucson,  Arizona 


SOCIEDAD  MEDICA  DE  ESTADOS  UNIDOS  DE 
NORTE  AMERICA  Y MEXICO 
MEDICAL  SOCIETY  OF  THE  UNITED  STATES  & MEXICO 

President  Dr.  Robert  E.  Hastings 

1014  N.  Country  Club  Road,  Tucson,  Arizona 

President-elect Dr.  Carlos  Tapia  Tellez 

Blvd.  Obregon  y Morelos,  Hermosillo,  Sonora,  Mexico 

Vice  President  Dr.  Maxwell  Lockie 

40  North  Street,  Buffalo  2,  New  York 

Secretary  for  the  United  States Dr.  James  D.  Nauman 

1603  N.  Tucson  Blvd.,  Tucson,  Arizona 

Secretary  for  Mexico Dr.  Fausto  Zeron  Medina 

Avenida  Alemania  No.  535,  Guadalajara,  Jal.,  Mexico 

Treasurer  for  the  United  States  Dr.  Lucy  Vemetti 

2021  N.  Central  Avenue,  Phoenix.  Arizona 

Treasurer  for  Mexico Dr.  Eduardo  Gonzalez  Murguia 

Juarez  673,  Guadalajara,  Jal.,  Mexico 

Executive  Secretary  for  Mexico Mr.  Alfredo  Patron 

Mazatlan,  Sinaloa,  Mexico 


Complete  officer  and  committee  listings  will  appear  in  the  December  issue. 
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RESUME 

of  the 

HOUSE  OF  DELEGATES  — 

1964  ANNUAL  MEETING 

Adjourned  meeting  of  the  House  of  Delegates  of  The 
Arizona  Medical  Association,  Inc.  held  in  the  Garden 
Room  West  of  the  San  Marcos  Hotel,  Chandler,  Arizona, 
Friday,  May  1,  1964,  convened  at  3:05  P.M.,  Walter 
Brazie,  M.D.,  Speaker  of  the  House,  presiding. 

CREDENTIALS 

The  Committee  on  Credentials  reported  a quorum 
present  and  the  House  duly  constituted. 

ROLL  CALL 

On  the  roll  call,  66  Delegates  (or  alternates)  and  21 
members  of  the  Board  of  Directors,  were  present. 

MINUTES 

Minutes  of  the  meeting  of  the  House  of  Delegates 
held  April  29,  1964,  were  approved  without  reading. 

ELECTION  OF  OFFICERS 

The  following  officers  were  elected  for  a term  of  one 
year: 

President-elect,  James  E.  O’Hare,  M.D. 

Vice  President,  Paul  B.  Jarrett,  M.D. 

Secretary,  Charles  E.  Henderson,  M.D. 

Treasurer,  Arthur  V.  Dudley,  Jr.,  M.D. 

Speaker  of  the  House,  Walter  Brazie,  M.D. 
Editor-in-Chief,  Robert  F.  Lorenzen,  M.D. 

The  following  were  elected  for  a term  of  two  years 
(1965  and  1966): 

Delegate  to  AMA,  Lindsay  E.  Beaton,  M.D. 

Alternate  Delegate  to  AMA,  William  B.  Steen,  M.D. 

RESOLUTIONS  PASSED 

The  following  Resolutions  were  passed  by  the  House 
of  Delegates.  Resolution  Nos.  11,  21  and  30  are  printed 
in  their  entirety.  The  remainder  are  shortened  or  sum- 
marized for  the  sake  of  brevity. 

Resolution  1 thru  12  and  22  are  amendments  which 
will  be  incorporated  in  the  new  revised  By-Laws.  Resolu- 
tion No.  16  was  printed  in  the  August  issue. 

1.  RESOLVED,  that  the  delinquency  date  of  ArMA 
dues  and  receipt  of  AMA  dues  be  changed  from 
April  1 to  February  15. 

2.  Due  to  overlapping  areas  of  responsibilities  of  the 
Professional  Liaison  Committee,  and  Medico  Legal 
Committee,  the  activities  of  these  groups  will  be 
incorporated  in  the  Professional  Committee. 

The  committee  will  be  responsible  for  all  professional 
aspects  of  medicine,  other  than  the  economic  and 
legislative  areas,  such  as  General  Medicine  (cancer, 
diabetes,  arthritis,  alcoholism,  deafness  and  blind- 
ness); Mental  Health;  Aging;  and  Public  Health,  in 
its  many  facets  (maternal  and  child  health,  school 
health,  water  and  air  pollution,  and  venereal  dis- 
ease); and  Industrial  Health.  It  will  maintain  liaison 
with  allied  and  para-medical  professions  and  groups 
and  interest  itself  in  medico-legal  and  medico-re- 
ligious proglems.  Further,  it  will  concern  itself  with 
disaster  medical  care;  medical  education  at  all  levels; 
and  the  Arizona  Medical  School.  At  least  one  mem- 
ber of  the  committee  will  serve  as  advisor  to  the 
Women’s  Auxiliary  of  ArMa  and  he  will  be  chosen 
from  the  same  geographic  area  of  the  State  as  the 
current  President  of  the  Woman’s  Auxiliary. 
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Each  committee  member,  except  the  Chairman,  shall 
serve  as  chairman  of  a sub-committee  for  a particular 
activity.  The  Chairman  may  also  serve  as  the  chair- 
man of  a sub-committee.  The  sub-committee  shall  be 
appointed  by  the  President  of  the  Association,  with 
the  advice  of  the  Chairman  of  the  Professional  Com- 
mittee. 

3.  Changes  in  Medical  Economics  Committee 

This  committee  shall  consist  of  at  least  six  members 
bers  appointed  on  a geographic  basis  and  with  due 
consideration  of  the  specialties  and  general  practice. 
This  committee  shall  deal  with  all  matters  affecting 
the  economic  status  of  doctors  of  medicine  except 
those  factors  relating  to  the  Industrial  Commission 
of  Arizona.  Sub-committees  will  be  set  up  within  the 
committee  and  these  may  be  enlarged  as  necessary. 
The  purview  of  this  committee  shall  include  1 ) 
Medicare  Contracts;  2)  Health  and  Accident  Insur- 
ance, Office  Expense  Insurance  and  Group  Liability 
insurance;  3)  Organized  Welfare  and  Charity  Work; 
4 ) Retirement  and  Investments,  including  Group  In- 
vestments for  members. 

4.  Since  the  Board  of  Directors  cannot  delegate  its  jud- 
diciary  powers,  Chapter  VII,  Section  4.  Subsection 
(e)  was  amended  to  delete  the  phrase  “and  enforc- 
ing”. 

5.  Since  it  is  impractical  for  all  committees  to  meet 
within  one  month  after  appointment,  which  regularly 
follows  the  Annual  Meeting  of  The  Arizona  Medical 
Association,  Inc.,  Chapter  VII,  Section  3.  was  amend- 
ed to  read,  “Each  chairman  shall  make  every  ef- 
fort to  organize  his  committee  and  consider  initial 
business  within  one  hundred  and  twenty  days  of  the 
end  of  the  Annual  Meeting  of  The  Arizona  Medical 
Association,  Inc.” 

6.  WHEREAS,  Chapter  VII,  Section  1.  of  the  By-Laws 
provides  that  the  “President,  President-elect  and  Sec- 
retary shall  be  voting  ex-officio  members  of  all  such 
committees”,  and 

WHEREAS,  it  appears  that  the  inclusion  of  these 
officers  is  again  provided  for  in  certain  sections  of 
the  By-Laws  in  a redundant  fashion,  now  therefore 
be  it 

RESOLVED,  that  ( 1 ) Chapter  VII,  Section  4.  Sub- 
section (a),  be  amended  to  read,  “this  committee  shall 
consist  of  a Chairman  and  at  least  four  members,  one 
of  whom  shall  be  the  Treasurer 

(2)  Chapter  VII,  Section  4.  Subsection  (c),  be 
amended  to  read,  “this  committee  shall  consist  of  a 
Chairman  and  at  least  four  members,  one  of  whom 
shall  be  the  Editor-in-Chief 

(3)  Chapter  VII,  Section  4.  Subsection  (1),  be 
amended  to  read,  “this  committee  shall  consist  of 
at  least  nine  members  appointed  by  the  President 
with  the  approval  of  the  Board  of  Directors,  one 
of  whom  shall  be  the  Vice  President.” 

7.  RESOLVED,  that  this  House  of  Delegates  amend 
the  By-Laws  of  The  Arizona  Medical  Association, 
Inc.,  in  Chapter  IV,  Section  1.  Who  are  Officers:  — 
by  adding  the  phrase  “the  Alternate  Delegate(s)  to 
the  American  Medical  Association,”  to  the  first  sen- 
tence thereof,  i.e.,  “The  following  shall  be  the  off i- 
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cers  of  this  Association:  a Past  President,  a President, 
a President-elect,  a Vice-President,  a Secretary,  a 
Treasurer,  a Speaker  of  the  House,  an  Editor-in- 
Chief,  the  Delegate(s)  to  the  American  Medical 
Association,  the  Alternate  Delegate(s)  to  the  Amer- 
ican Medical  Association  and  the  District  Directors.” 

8.  It  was  RESOLVED,  that  the  House  of  Delegates 
amend  the  By-Laws  of  The  Arizona  Medical  Associ- 
ation, Inc.  in  Chapter  IV,  Section  11.  Delegate(s) 
to  American  Medical  Association : —by  adding  to  the 
title  thereof,  the  phrase  “and  Alternate  Delegate! s) 
to  American  Medical  Association”,  and  that  this 
House  of  Delegates  amend  the  By-Laws  of  The  Ari- 
zona Medical  Association,  Inc.  in  Chapter  IV,  Sec- 
tion 11.  Delegate! s)  to  American  Medical  Associa- 
tion:—by  adding  the  sentence,  “In  the  absence  of 
any  Delegate! s)  to  the  American  Medical  Associa- 
tion at  its  meetings,  the  Alternate  Delegate! s)  shall 
represent  this  Association  and  its  members  in  such 
meetings  according  to  the  rules  of  that  body.” 

9.  It  was  RESOLVED,  that  the  House  of  Delegates 
amend  the  By-Laws  of  The  Arizona  Medical  Associ- 
ation, Inc.  in  Chapter  V,  Section  3.  Terms  of  Office; 
Qualifications:— by  amending  the  first  sentence  of 
the  second  paragraph  thereof,  to  read,  “The  Dele- 
gate! s)  and  Alternate  Delegate! s)  to  the  American 
Medical  Association  shall  be  elected  in  accordance 
with  the  By-Laws  of  the  American  Medical  Associa- 
tion.” 

10.  It  was  RESOLVED,  that  the  House  of  Delegates 
amend  the  By-Laws  of  The  Arizona  Medical  Associ- 
ation, Inc.  in  Chapter  V,  Section  4.  Beginning  and 
End  of  Term:— by  amending  the  first  two  sentences 
thereof,  to  read,  “All  Officers  except  the  Delegate! s) 
and  Alternate  Delegate!  s)  to  the  American  Medical 
Association  shall  assume  office  immediately  following 
their  election  and  acceptance  of  the  office.  The  Dele- 
gate! s)  and  Alternate  Delegate! s)  to  the  American 
Medical  Association  shall  take  office  on  January  first 
of  the  year  following  election,  or  in  conformity  with 
any  revised  rules  of  the  American  Medical  Associa- 
tion.” 

11.  Amending  Chapter  V,  Section  7.— of  the  current  By- 
Laws  of  The  Arizona  Medical  Association,  Inc.  to 
provide  for  a limitation  in  the  total  number  of  Dis- 
trict Directors. 

WHEREAS,  the  rate  of  growth  of  the  Arizona  Medi- 
cal Association  is  so  rapid  that  the  present  formula 
for  election  of  the  Board  of  Directors  will  soon  lead 
to  a large  group  that  would  be  unwieldly  and  im- 
practical as  a working  Board  of  Directors;  in  order 
to  stabilize  its  size  and  still  give  the  larger  popula- 
tion areas  adequate  representation,  be  it 
RESOLVED,  that  this  House  of  Delegates  amend 
fhe  By-Laws  of  The  Arizona  Medical  Association, 
?nc,  m Chapter  V,  Section  7.  Geographic  Distribu- 
tion and  Election  of  District  Directors— by  amending 
the  first  sentence  thereof,  to  read,  “There  shall  be 
s;x  state  districts  which  shall  be  designated  as  CEN- 
TRAL (Maricopa  County);  NORTHEASTERN 
(Apache,  Gila  and  Navajo  Counties);  NORTH- 
WESTERN (Coconino,  Mohave  and  Yavapai  Coun- 
ties); SOT  ITIEASTERN  (Cochise,  Graham  Green- 


lee and  Santa  Cruz  Counties);  SOUTHERN  (Pima 
County)  and  SOUTHWESTERN  (Pinal  and  Yuma 
Counties ) : Four  of  the  districts,  Northeastern,  North- 
western, Southeastern  and  Southwestern  shall  have 
one  director  elected  from  each;  the  Southern  district 
shall  have  three  Directors;  and  the  Central  district 
shall  have  five  Directors.  Terms  of  District  Directors 
shall  not  run  concurrently.” 

12.  Amending  Chapter  VI,  Section  1.— of  the  current  By- 
Laws  of  The  Arizona  Medical  Association,  Inc.  pro- 
viding that  Alternate  Delegate(s)  to  the  American 
Medical  Asosciation  are  members  of  the  Board  of 
Directors. 

13.  Savings  Accounts  Interest  Transfer  to  Loan  Fund 
Program. 

RESOLVED,  that  all  interest  accumulated  in  savings 
acounts  be  transferred  to  the  student  loan  program 
on  a yearly  basis,  and  be  it  further 
RESOLVED,  that  all  interest  accumulated  to  date 
be  so  withdrawn  and  credited  to  this  account. 

14.  Providing  that  the  interest  earned  on  Savings  Ac- 
counts be  credited  to  the  Benevolent  and  Loan 
Fund  Committee;  for  the  Institution  of  Scholarships; 
and  Directing  the  Benevolent  and  Loan  Fund  Com- 
mittee to  draw  up  Rules  and  Regulations  for  Awards 
of  Scholarships. 

15.  A program  of  Immunization  Against  Smallpox  and 
Tetanus  in  the  State  of  Arizona. 

RESOLVED,  that  the  Arizona  Medical  Association 
go  on  record  strongly  in  favor  of  a progarm  of  im- 
munization against  smallpox  and  tetanus  in  the  State 
of  Arizona  and  that  this  program  be  implemented  at 
the  local  level. 

18.  Approval  of  County  Charters  in  accordance  with 
Chapter  111,  Section  6 of  the  Articles  of  Incorpora- 
tion & By-Laws  of  The  Arizona  Medical  Association, 
Inc.  It  was  RESOLVED,  that  the  previous  issuance 
of  charters  to  the  following  named  county  medical 
societies  is  acknowledged  and  the  constitution  and 
By-Laws  of  the  following  named  county  medical 
societies  be,  and  they  are  hereby  ratified,  approved 
and  confirmed  as  legal,  valid  and  subsisting  consti- 
tutions and  by-laws: 

Apache  County  Medical  Society 
Cochise  County  Medical  Society 
Coconino  County  Medical  Society 
Gila  County  Medical  Society 
Graham  County  Medical  Society 
Greenlee  County  Medical  Society 
Maricopa  County  Medical  Society 
Mohave  County  Medical  Society 
Navajo  County  Medical  Society 
Pima  County  Medical  Society 
Pinal  County  Medical  Society 
Santa  Cruz  County  Medical  Society 
Yavapai  County  Medical  Society 
Yuma  County  Medical  Society 

19.  Department  of  General  Practice  in  University  of 
Arizona  School  of  Medicine. 

RESOLVED,  that  the  Arizona  Medical  Association 
reaffirm  its  desire  to  have  a Department  of  General 
Practice  in  the  School  of  Medicine,  University  of 


608 


Arizona  Medicine 


Arizona,  Tucson,  Arizona,  or  if  the  establishment  of 
this  type  of  Department  is  not  found  feasible,  that 
some  other  type  of  teaching  arrangement  be  made 
in  the  school  so  that  every  student,  upon  gradua- 
tion, will  be  qualified  to  go  into  general  practice; 
and  it  is  the  desire,  by  action  of  this  House  of  Dele- 
gates, that  the  University  School  of  Medicine  grant 
the  M.D.  degree  only  upon  the  completion  of  an  ap- 
proved internship  based  upon  the  concept  of  gen- 
eral practice,  and  be  it  further 
RESOLVED,  that  the  Secretary  of  the  Arizona  Med- 
ical Association  be  insrtucted  to  send  a copy  of  this 
resolution  to  the  Chairman  of  the  Board  of  Regents 
of  the  Universities  of  the  State  of  Arizona,  the  Presi- 
dent of  the  University  of  Arizona,  the  Dean  of  the 
School  of  Medicine,  University  of  Arizona,  and  all 
state  legislators. 

20.  WHEREAS,  The  American  Medical  Association  in 
session  assembled  took  additional  recognition  of  the 
“importance  of  the  general  practitioner  as  an  essen- 
tial component  of  American  Medicine.” 
RESOLVED,  that  the  Arizona  Medical  Association 
House  of  Delegates  likewise  take  cognizance  of  the 
problem  and  instruct  our  Board  of  Directors  to  uti- 
lize all  facilities  at  its  command  with  deliberate 
speed  to  implement  the  intent  of  Resolution  68 
passed  by  the  AMA  House  of  Delegates,  and  be  it 
further 

RESOLVED,  that  the  Arizona  Medical  Association 
Board  of  Directors  report  back  to  the  1965  House 
of  Delegates  what  actions  have  been  taken  in  the 
State  of  Arizona  and  what  progress  has  been  made 
in  the  solution  of  this  serious  problem  facing  the 
American  public,  namely,  the  impending  critical 
shortage  of  general  practitioners  to  serve  the  public. 

21.  Implementation  of  a resolution  passed  by:  American 
Cancer  Society,  Arizona  Division;  American  Heart 
Association;  Arizona  Tuberculosis  and  Health  Associ- 
ation. 

WHEREAS,  the  preponderance  of  the  evidence  in- 
dicates that  cigarette  smoking  is  implicated  in  the 
genesis  of  lung  cancer,  cardiovascular,  pulmonary 
and  other  diseases;  and 

WHEREAS,  the  Arizona  Medical  Association  is  con- 
cerned in  all  matters  relating  to  the  public  health, 
therefore  be  it 

RESOLVED,  that  the  Arizona  Medical  Association 
go  on  record  as  advocating  the  voluntary  giving  up 
of  cigarettes,  and  be  it  further 

RESOLVED,  that  the  Arizona  Medical  Association 
recommend  that  physicians  advise  regarding  the  dan- 
gers of  cigarette  smoking  in  their  health  counseling 
and  community  education  endeavors,  particularly 
among  the  teen-age  group.  It  was  regularly  moved 
and  carried  that  this  resolution  be  adopted. 

22.  Amending  Chapter  IV,  Section  I.— of  the  current  By- 
Laws  of  The  Arizona  Medical  Association,  Inc.  to 
provide  that  the  Alternate  Delegated ) to  the  Ameri- 
can Medical  Association  be  Officers  and  Members 
of  the  Board  of  Directors. 

23.  Reappointment  of  ad  hoc  committee  to  study  align- 
ment of  Blue  Shield  to  include  payment  for  pathol- 
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ology,  radiology  and  anesthesiology  services. 

24.  Recommendation  to  County  Societies  that  they  in- 
clude a voluntary,  non-tax-deductible  contribution  of 
not  less  than  $20.00  to  AMPAC-ARMPAC  on  their 
annual  dues  statements. 

WHEREAS,  the  American  Medical  Association 
founded  the  American  Medical  Political  Action  Com- 
mittee ( AMPAC ) by  official  action  in  1961  to  give 
physicians  a more  effective  voice  in  politics  and 
WHEREAS,  the  Arizona  Medical  Association  has  ap- 
proved the  establishment  of  the  Arizona  Medical 
Political  Action  Committee  ( ARMPAC ) as  an  inde- 
pendent, unincorprated,  non-profit,  voluntary  and 
bi-partisan  body;  and 

WHEREAS,  both  AMPAC  and  ARMPAC  have  made 
significant  contributions  to  the  political  education  of 
physicians  and  their  families  and  have  assisted  ma- 
terially in  perserving  and  furthering  constitutional 
government;  and 

WHEREAS,  both  organizations  have  presented  dra- 
matic evidence  of  the  vital  necessity  for  sustaining 
participation  in  politics  by  individuals  in  the  medi- 
cal profession;  and 

WHEREAS,  physicians  and  their  wives  are  entitled 
to  have  a ready  opportunity  to  support  and  partici- 
pate in  this  political  action  movement;  now 
THEREFORE  BE  IT  RESOLVED  that  the  Arizona 
Medical  Association  does  hereby  affirm  its  support 
AMPAC  and  ARMPAC  for  their  dedication  to 
the  traditional  American  system  of  free  enterprise 
and  freedom  in  the  practice  of  high  quality  medical 
care;  and 

BE  IT  FURTHER  RESOLVED,  that  this  House  of 
Delegates  does  hereby  recommend  to  County  Socie- 
ties that  they  include  a voluntary,  non-tax-deductible 
contribution  of  not  less  than  $20.00  to  AMPAC- 
ARMPAC  in  their  County  annual  dues  statement. 
For  1964  a supplementary  bill  be  sent  to  each  mem- 
ber, and  continuing  thereafter  with  the  annual  dues 
statement,  provided  any  additional  expenses  incurred 
as  a result  of  this  action  are  assumed  by  the  Ari- 
zona Medical  Political  Action  Committee. 

25.  Department  of  General  Practice  in  the  Organization 
of  a School  of  Medicine. 

WHEREAS,  the  Arizona  Medical  Association  went 
on  record  at  the  1963  meeting  favoring  a Depart- 
ment of  General  Practice  in  the  organization  of  a 
School  of  Medicine  and 

WHEREAS,  the  Association  was  successful  in  pas- 
sage of  a new  Medical  Practice  Act,  and 
WHEREAS,  it  is  now  discovered  that  Section  32- 
1423  discriminates  against  Doctors  of  Medicine  en- 
tering the  practiec  of  medicine  immediately  follow- 
ing an  internship  either  served  within  or  without 
the  State  of  Arizona,  hence  discouraging  General 
Practitioners  from  establishing  their  practice  in  Ari- 
zona, be  it  therefore, 

RESOLVED,  that  this  Association  direct  its  Board 
of  Directors  to  expend  every  effort  to  have  this  in- 
equity corrected,  working  in  conjunction  with  the 
State  Board  of  Medical  Examiners,  in  an  attempt  to 
resolve  this  problem  under  the  provisions  of  the 
new  Medical  Practice  Act. 
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26.  RESOLVED,  that  the  Arizona  Medical  Association 
go  on  record  as  expressing  their  unqualified  support 
of  the  resoltuion  as  previously  adopted  by  the  Ari- 
zona Chapter  of  the  American  College  of  Surgeons; 
and  be  it  further 

RESOLVED,  that  attention  be  given  to  increasing 
the  salaries  of  or  the  supplementary  financial  ar- 
rangements for  graduate  nurses,  so  that  this  field 
may  become  more  attractive  to  individuals  interested 
in  the  profession  of  nursing. 

27.  Internal  Revenue  Service  proposed  regulations  pro- 
hibiting professional  service  corporations  from  en- 
joying the  benefits  of  corporate  tax  sheltered  pen- 
sion plans. 

WHEREAS,  the  Internal  Revenue  Service  of  the 
United  States  Treasury  Department  in  its  published 
directives  of  1960  stated  the  professional  service 
associations  and  corporations  that  met  the  so-called 
“Kintner”  standards  in  states  where  professional 
service  corporations  were  legal  would  be  treated  as 
corporations  for  income  tax  purposes;  and 
WHEREAS,  in  such  situations  it  is  possible  for 
groups  of  professional  people  to  establish  tax  shel- 
tered retirement  pension  plans  for  themselves  and 
their  employees;  and 

WHEREAS,  the  same  Internal  Revenue  Service  pro- 
posed in  the  Federal  Register  of  17  December  1963 
to  reverse  itself  by  changing  its  code  ( section 
301.7707-1  and  301.7701-2)  to  prohibit  professional 
service  corporations  from  the  benefits  of  such  tax 
sheltered  pension  plans;  and 

WHEREAS,  the  American  Medical  Association  has 
actively  opposed  this  proposed  reversal  of  policy  by 
communicating  with  Government  officials  and  by 
sending  a representative  to  speak  at  recent  hearings 
on  the  subject,  therefore  be  it 

RESOLVED,  that  this  House  of  Delegates  go  on 
record  as  opposing  these  proposed  changes  in  the 
Internal  Revenue  Code;  and  be  it  further 
RESOLVED,  that  the  officers  and  Board  of  Trustees 
of  the  American  Medical  Association  be  directed  to 
continue  their  vigorous  actions  in  this  matter;  and 
be  it  further 

RESOLVED,  that  the  Arizona  Delegates  to  the 
American  Medical  Association  be  directed  to  intro- 
duce at  the  forthcoming  American  Medical  Associa- 
tion meeting  in  June,  a resolution  stating  the  posi- 
tion of  the  Arizona  Medical  Association  and  calling 
for  a similar  statement  of  position  of  the  House  of 
Delegates  of  the  American  Medical  Association. 

28.  No  action. 

29.  Referred  to  Board  of  Directors. 

30.  WHEREAS,  the  Honorable  John  J.  Rhodes  has  con- 
tinued to  lead  the  opposition  to  all  socialization  of 
these  United  States  and  particularly  the  socializa- 
tion of  medicine,  as  has  been  proposed  in  the  United 
States  House  of  Representatives,  and 
WHEREAS,  this  Association  wishes  to  express  its 
appreciation  to  the  Congressman  for  his  continued 
support,  now  therefore  be  it 

RESOLVED,  that  this  Association  officially  express 
its  sincere  appreciation  publicly  to  the  Honorable 
Mr.  Rhodes. 
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Dr.  Boldrey 


Palliative  Management 
Of  Patients  With 
Malignant  Neoplasms 


Edwin  Boldrey,  M.D. 


Science,  Surgery  & Sympathy 


THE  DAY  when  the  management  of  pain  per  se 
is  the  major  consideration  in  a patient  with 
malignant  neoplasia  is  a sorry  one  indeed.  It  is 
then  tacitly  assumed  that  all  avenues  of  therapy 
have  been  explored,  that  nothing  further  can  be 
gained  by  any  procedure  aimed  at  the  disease 
itself,  and  that  nothing  remains  but  to  interrupt 
the  paths  for  transmission  of  painful  stimuli  to 
consciousness  or,  failing  this,  to  create  a condi- 
tion wherein  the  wretched  unfortunate’s  contin- 
uing complaints  to  those  about  him  will  be 
tempered  or  hushed,  affording  relief  to  them 
(if  not  the  sufferer).  At  best,  a sad  condition 
exists  then,  in  which  modern  medicine  can  take 
little  pride.  The  salvage  is  small  when  the  neuro- 
surgeon is  called  into  the  picture  and  decisions 
based  on  merging  shades  of  gray  rather  than  on 
sharp  contrasts  of  black  and  white  must  general- 
ly be  made.  However,  a human  problem  exists 
and  must  be  dealt  witk. 

The  first  point  to  be  established  is  the 
degree  of  pain  existing.  Is  it  intolerable? 

Pain  is  an  opinion,  and  in  medicine  we  are 
called  on  to  see  people  complaining  of  it  for  a 

Presented  at  American  College  of  Surgeons:  Section  Meeting, 
Phoenix,  Arizona,  January  21,  1963. 

Professor  of  Neurological  Surgery,  University  of  California  School 
of  Medicine,  San  Francisco,  California. 


variety  of  reasons.  There  are,  unfortunately,  no 
tests  for  pain  — it  is  purely  subjective.  It  may 
be  acute,  or  chronic,  and  a variety  of  adjectives 
as  well  as  pantomime  are  employed  to  convey 
the  nature  of  the  condition  to  the  observer. 
These  must  be  interpreted.  In  the  case  of  pain 
in  malignant  disease,  the  reality  of  the  process 
is  seldom  questioned;  not  so,  however,  the  ability 
of  the  patient  to  tolerate  the  discomfort.  Pain 
may  be  intolerable  because  of  its  severity  or 
because,  though  moderate  in  degree,  it  is  present 
day  after  day  — endurable  if  of  known  time 
limit,  but  exhausting  when  no  end  seems  in 
sight.  And  of  course,  the  former  may  merge  into 
the  latter  as  well.  There  are  individual  variations 
in  stoicism  too.  We  should  not  take  advantage 
of  the  person  who  tries  hard  to  be  “a  good 
patient.”  Nor  can  we  abandon  as  hysterical  the 
over-demonstrative  and  the  steady  complainer. 
“She  doesn’t  look  like  she  hurts”  can  be  a hor- 
ribly misleading  evaluation  — certainly  unscien- 
tific. It  must  be  terrible  to  hurt  badly  and  have 
no  one  believe  you.  The  patient  with  cancer 
though,  usually  is  believed. 

Is  the  cancer  the  cause  of  the  pain? 

In  this  analysis,  now,  one  must  pause  to 
determine  with  certainty  that  the  cancer  is 
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in  fact  the  cause  of  the  patient’s  complaint.  The 
law  of  parsimony  in  diagnosis  can  be  misleading. 
Patients  with  known  malignancy  are  not  immune 
to  other  pain  producing  processes,  which  may 
escape  the  physician’s  preoccupied  attention, 
focused  sharply  on  the  neoplastic  disorder.  These 
patients  are  usually  of  an  age  when  a number 
of  other  painful  conditions  may  exist  — may  here 
coexist.  Their  possible  presence  deserves  positive 
reflective  review  before  proceeding  with  action 
based  on  an  oncogenic  premise. 

The  next  item  is  to  determine  that  all 
other  avenues  of  palliation  have  been 
exhausted. 

One  would  think  that  when  destruction  of 
nerve  pathways  is  being  contemplated,  this 
would  automatically  have  been  quite  settled. 
Experience  has  taught  unfortunately  that  it  is 
not  always  so.  It  is  necessary  to  check  personally 
with  colleagues  in  other  fields  to  determine 
whether  surgery  or  chemotherapy  or  palliative 
radiotherapy  might  still  have  potential  value  in 
rendering  as  much  or  more  relief  by  therapeutic 
approach  to  the  offending  lesion,  lengthening  life 
and  sustaining  hope,  as  well  as  mitigating  the 
basic  discomfort.  The  irrevocable  destruction  of 
normal  nervous  tissue  must  be  preceded  by  a 
particularly  critical  review  of  eyery  other  reason- 
able method  of  therapy. 

The  fourth  point  is  the  estimate  of  time 
of  survival  to  be  anticipated. 

This  is  a particularly  difficult  part  of  the 
clinical  evaluation.  At  best,  it  must  be  an 
educated  guess  and  often  the  education  seems 
hardly  elementary.  Again,  though,  the  degree  of 
gray  must  be  examined  and  a decision  made. 
The  obvious  factors  will  be  the  character  and 
location  of  the  primary  cancer  and  its  metastasis; 
preceding  evidence  of  speed  and  direction  of 
growth;  evidence  of  response  to  therapeutic 
maneuvers,  especially  in  the  recent  past;  and 
perhaps  most  of  all,  the  intuitive  estimate  of  the 
physician  who  has  had  under  his  continuing 
care  the  patient’s  problem  from  its  inception. 
We  in  the  specialties  must  not  forget  this  man 
who  is  really  providing  the  continuing  medical 
thread  throughout  the  patient’s  mortal  dilemma. 
It  is  important  that  he  have  the  chance  to  par- 
ticipate in  this  basic  point  in  clinical  evaluation. 

When  it  has  been  established  that  the  pain 


is  in  fact  intolerable,  that  the  pain  is  caused  by 
the  cancer,  and  when  it  is  established  that  all 
therapeutic  efforts  have  been  exhausted,  and 
when  some  reasonable  estimate  as  to  the  pros- 
pective period  of  survival  has  been  made,  it  is 
appropriate  then  to  turn  to  thoughts  as  to  avail- 
able methods  of  management. 

If  the  expected  survival  is  brief  — at  most, 
a few  weeks  — then  in  most  instances  it  is 
wise  to  prescribe  adequate  and  increasing 
amounts  of  narcotics,  avoiding  the  distress  and 
rigors  of  superimposed  surgical  procedures  of 
any  sort  — any  of  which  can  conceivably  add  to 
the  problem  (at  least  for  the  time).  The  choos- 
ing of  this  path  must  not  be  taken  lightly, 
though,  for  addiction  to  all  available  narcotics 
occurs  quickly  and  it  is  not  long  before  two 
diseases  exist  — that  producing  the  pain  by 
tissue  involvement,  and  the  pain  associated  with 
the  overwhelming  desire  for  the  drug. 

If  survival  for  a number  of  months  seems  to 
be  likely,  the  value  of  pain  pathway  interruption 
can  then  be  properly  reviewed. 

Let  us  first  refresh  our  memory  briefly  of  the 
anatomy  of  the  pain  pathways.  Sensory  nerve 
endings  are  deployed  in  various  parts  of  the 
body,  including  the  skin,  the  bones,  tendons, 
and  the  viscera.  The  nerves  themselves  are  also 
capable  of  appreciating  pain,  either  within  them- 
selves or  by  means  of  nervi  nervorum.  The 
centripetal  painful  impulse,  then,  approaches  the 
cord  through  the  nerve,  the  cell  body  being  in 
the  dorsal  root  ganglion,  and  the  central  projec- 
tions entering  the  cord  — ascending  and  de- 
scending making  synaptic  connection  with  cells 
of  the  second  order.  The  axons  of  these  cells 
whose  bodies  lie  in  the  dorsal  column  of  the 
spinal  cord  pass  anterolaterally  to  the  contra- 
lateral side  of  the  cord  and  ascend  in  the  antero- 
lateral pathway  to  the  region  of  the  thalamus. 
A more  or  less  orderly  lamination  takes  place  in 
the  cord,  though  intermingling  of  any  represen- 
tation does  occur.  Generally  speaking  the  fibers 
carrying  impulses  from  the  sacral  segment  lie 
near  the  dentate  ligament  and  near  the  surface, 
whereas  the  more  recently  arriving  fibers  are 
anteriorly  placed  and  are  deeper.  This  spinothal- 
amic tract  probably  ends,  as  its  name  implies, 
in  the  thalamus,  though  the  details  as  to  the 
exact  termination  are  still  the  subject  of  research. 
Classically,  the  brain  cortex  does  not  participate 
directly  in  the  pain  problem.  Painful  response 
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has  rarely  been  reported  as  a result  of  cortical 
stimulus  and  then  the  interpretation  of  the  pa- 
tient has  usually  been  questioned.  The  emotional 
overtones  of  pain,  however,  are  a significant 
function  of  the  brain  cortex  and  it  is  the  inter- 
ruption of  these  overtones  that  has  led  to  the 
procedures  of  tractotomy  and  lobotomy  in  the 
white  matter  of  the  cerebrum. 

The  interruption  of  the  pain  pathway  in  the 
nerve  or  in  the  nerve  root  has  been  accom- 
plished in  a number  of  ways.  The  nerve  may  be 
resected  peripherally  with  appropriate  measures 
being  taken  to  prevent  regrowth.  More  common- 
ly, the  nerve  roots  have  been  cut  within  the 
spinal  canal.  The  advantage  of  the  nerve  resec- 
tion is  that  it  can  give  relief  to  pain  of  an  intense 
character  in  a well  localized  small  area,  spread 
from  which  is  regarded  as  unlikely  and  trauma 
to  which,  with  attendant  trophic  lesions,  can 
with  reason  be  avoided.  A disadvantage  of 
peripheral  nerve  interruption  is  that  regrowth 
does  occur,  that  paresthesias  likewise  are  by  no 
means  infrequent  and  the  anesthesia  may  be 
distressingly  profound.  Peripheral  nerve  section 
is  rarely  carried  out  nowadays  except  in  the 
cranium.  Even  here,  the  interruption  is  usually 
by  block,  as  with  alcohol  and  in  a limited  num- 
ber of  nerves  — most  commonly  elements  of  the 
trigeminal. 

Sensory  root  section  has  the  same  disadvan- 
tages as  peripheral  nerve  section  — it  produces 
a complete  anesthesia  and  trophic  lesions  may 
readily  develop.  A bedridden  and  incontinent 
patient  with  intolerable  pain  in  the  sacral  seg- 
ments may  benefit  by  the  intrathecal  injection 
of  agents  such  as  alcohol  or,  more  recently, 
phenol.  These  have  limitations  of  usefulness 
because  of  the  usual  paralysis  of  motor  function, 
including  the  control  of  bowel  and  bladder; 
other  disadvantages  include  paresthesias  which 
are  not  infrequent  (particularly  with  alcohol), 
plus  limited  duration  of  pain  interruption  in 
situations  when,  for  example,  phenol  has  been 
used.  Some  enthusiasts  state  that  they  have  been 
able  to  interrupt  pain  fibers  while  preserving 
sensation  of  touch  and  report  having  done  this 
even  in  the  upper  lumbar  and  thoracic  distribu- 
tion. In  my  experience,  this  degree  of  success 
even  in  the  hands  of  an  intensely  interested 
expert  technician  has  been  extraordinary.  In 
most  instances,  when  subjected  to  critical  anal- 
ysis, the  method  leaves  something  to  be  desired. 
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Root  section  for  lesions  about  the  face 
and  throat  has  been  more  commonly  em- 
ployed with  less  qualified  success.  By  approach 
through  the  posterior  fossa,  it  is  possible  to 
interrupt  the  trigeminal,  the  glosso-pharyngeal, 
nervus  intermedius,  and  even  coincidentally  the 
sensory  roots  in  the  upper  cervical  region,  re- 
lieving pain  due  to  malignancy  in  the  cranium 
and  neck.  The  anesthesia  is  better  tolerated  in 
the  hemiface  and  hemicervical  region  than  over 
the  extremities,  and  sensory  interruption  may  be 
the  treatment  of  choice  in  a painful  situation 
here  which  fulfills  the  criteria  we  have  estab- 
lished. 

The  relief  of  pain  by  section  of  the  antero- 
lateral tract  in  the  cord  has  the  advantage  of 
preserving  most  of  the  other  sensory  modalities 
except  that  for  temperature  appreciation.  It  is 
particularly  valuable  in  painful  processes  below 
the  diaphragm,  and  when  the  cut  is  at  the  first 
or  second  cervical  segment,  it  has  been  helpful 
in  thoracic  lesions  and  even  in  those  of  the 
upper  extremities.  The  section  of  the  tract  may 
be  carried  out  at  the  upper  thoracic  level  bilater- 
ally at  one  procedure,  one  side  usually  being 
incised  a segment  lower  than  the  other.  Tract 
section  at  Cl  and  2 level  not  only  has  the 
advantage  of  giving  a higher  level  of  analgesia 
but  is  accompanied  by  less  morbidity  from  the 
surgery  itself.  However,  though  some  have  car- 
ried out  single  stage  bilateral  tract  sections  at 
Cl,  2,  many  of  us  prefer  to  do  these  procedures 
at  different  times,  establishing  the  function  of 
the  respiratory  system  after  the  first  procedure 
before  proceeding  with  the  second.  Frequently 
there  is  a weakness  on  the  ipsilateral  side  after 
section  of  the  anterospinal  tract,  particularly  if 
the  pain  is  in  the  sacral  segments  and  it  has 
been  necessary,  therefore,  to  crowd  the  hori- 
zontal plane  at  the  level  of  the  dentate  ligament. 
This  weakness  is  usually  transitory,  and  in  staged 
procedures  it  is  seldom  incapacitating.  Trans- 
itory bladder  and  bowel  incontinence  may  also 
occur  but  in  staged  procedures;  it  is  seldom 
permanent. 

A drop  in  blood  pressure  after  cervical  tractoto- 
my is  commonplace  and  may  pose  a problem, 
but  return  of  vessel  tone  usually  occurs  within 
a few  days,  even  after  the  second  procedure. 

The  disadvantage  that  tractotomy  entails  a 
surgical  exposure  is  generally  regarded  to  be 
outweighed  by  the  advantage  of  having  only 
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painful  impulses  interrupted.  Unfortunately,  in 
this  as  in  any  other  process  that  we  are  discuss- 
ing, the  results  are  not  perfect.  The  relief  by 
tractotomy  of  pain  due  to  malignancy,  however, 
is  generally  better  than  for  pain  of  other  origin. 

Tractotomy  of  the  descending  root  of  the 
trigeminal  has  been  described  and  is  carried 
out  in  the  brain  stem.  This  particularly  affects 
the  distribution  of  the  first  division  of  the  tri- 
geminal and,  to  some  degree,  the  second.  Com- 
plete analgesia  over  the  face  has  been  described 
in  some  of  these  sections.  Again,  pain  and 
temperature  only  are  affected  with  touch  and 
pressure  being  spared.  Uniform  success  however 
is  not  to  be  anticipated,  though  the  percentage 
of  success  is  high.  The  disadvantage  of  tract- 
otomy for  facial  pain  is  the  limitation  of  success 
in  relief,  plus  the  complication  of  involvement 
of  the  cerebellar  pathways  leading  to  some 
coordinative  difficulties. 

Coincident  with  the  development  of  stereo- 
tactic procedures  for  other  problems,  it  is  obvi- 
ous that  thought  should  turn  to  destructive 
lesions  in  the  thalamus  as  a possible  means  of 
controlling  intolerable  pain.  These  have  been 
carried  out  with  some  reported  success  in  a 
number  of  instances,  but  with  disappointment  in 
many  others  and  must  be  regarded  for  the  pres- 
ent, at  least,  as  investigative.  They  probably 
should  be  undertaken  only  in  a few  centers 
where  this  aspect  of  pain  control  is  the  subject 
of  well  formulated  research. 

On  the  past  decade  and  a half,  and  still  spor- 
adically there  have  been  those  interested  in 
leukotomy  as  a means  of  pain  control.  The 
frontothalamic  path  lying  low  and  mesially  in 
the  white  matter  of  the  frontal  lobe  has  been 
the  particular  object  of  study  and  has  been 
interrupted  by  cutting,  by  destructive  chemical 
agents  and  by  physical  agents  such  as  ultra- 
sound (Lindstrom).  The  possible  introduction 
of  the  cyclotron  with  its  proton  beam  as  a lesion 
producer  is  fascinating.  Also,  by  bringing  the 
atom  into  the  picture  the  status  of  pain  would 
be  elevated  significantly  in  the  academic  hier- 
archy of  research. 

Unfortunately,  though,  leukotomy  has  been 
disappointing  and  most  neurosurgeons  are  dis- 
inclined to  turn  to  this  procedure  regardless  of 
the  traumatizing  device. 

It  must  be  emphasized  that  the  results  in  none 
of  these  procedures  is  uniform.  Conditions  have 


been  seen  in  the  face,  for  example,  where  every 
known  sensory  pathway  including  the  optic 
nerve  and  the  descending  tract  in  the  medulla 
but  not  the  auditory  nerve  or  the  olfactory  have 
been  interrupted,  yet  the  patient  continually 
complains  of  pain.  If  the  surgeon  finds  this  situa- 
tion intolerable  to  his  own  ego,  he  can  of 
course  resort  to  “central  pain”  as  an  explanation. 
This  has  never  appealed  to  me,  however,  as 
a reason. 

Before  concluding  this  discussion,  the  third 
item  in  my  subtitle  — sympathy  — must  at  least 
receive  a word.  A cancer  patient  with  intolerable 
pain  faces  the  end  of  the  road,  and  he  knows  it. 
He  can  face  it  with  greater  equanimity  if  there 
is  understanding  in  his  family  or  by  that  rare 
phenomenon,  a close  and  trusted  friend.  The 
derelict,  unknown  or  in  like  vein  identified  only 
by  a number  (a  prospect  faced  by  us  all  it 
seems),  poses  more  of  a problem. 

The  physician  ( and  I use  the  word  in  its 
broadest  sense)  as  a member  of  the  most  de- 
manding of  the  learned  professions  has  a re- 
sponsibility here  too.  Turnbull  has  remarked  on 
the  invaluable  contribution  of  the  family  doctor 
in  the  situation  like  this  — the  care  of  the  patient 
and  also  the  decision  in  the  best  course  to  follow 
in  therapy. 

Many  times  the  surgeon’s  needle  or  knife 
will  have  heartening  supplementation  if  he, 
too,  takes  the  time  to  sit  by  the  bedside  and, 
taking  his  patient  by  the  hand,  imparts  to  him 
a concern  for  him  as  a suffering  human  being 
rather  than  curious  interest  in  a wretch  identi- 
fied by  a nine  digit  number  dying  of  a horrible 
disease.  It  is  an  act  which  bespeaks  the  ideal 
character  of  the  physician  — an  ideal  achieved 
as  an  individual,  but  seldom  if  ever  as  a part 
of  a corporation.  The  time  may  be  well  spent, 
and  not  only  because  of  the  self-satisfaction  it 
usually  gives.  The  very  effectiveness  of  other 
therapy  may  be  enhanced  and  what  might  have 
been  failure  turned  into  at  least  a limited 
success. 

To  close  with  a quotation  from  Sigerist,  “The 
character  of  a physician  not  only  supposes  nat- 
ural sagacity  and  acquired  erudition  but  it  also 
implies  every  delicacy  of  sentiment,  every  tender- 
ness of  nature  and  every  virtue  of  humanity.” 
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Status  Of  Some  Infectious 
Enteric  Diseases  In  Arizona 

by 

Melvin  H.  Goodwin,  Jr.,  Ph.D. 


Arizona  has  a distressingly  high  infant  mortality,  much  of  which  is 
concerned  with  infant  diarrhea.  Here  are  some  of  the  available  statistics. 
Better  reporting  by  the  medical  profession  would  make  them  even  more 
significant. 


ENTERIC  infections  are  recognized  as  signifi- 
cant causes  of  mortality  and  morbidity 
throughout  the  world,  especially  among  infants 
and  in  areas  where  sanitation  is  inadequate. 
Application  of  definitive  measures  to  prevent 
these  infections  must  be  based  upon  precise 
knowledge  of  the  etiology  and  epidemiology  of 
the  several  specific  entities  that  comprise  the 
conglomeration  designated  by  vague  terms  such 
as  diarrheal  diseases,  viral  gastroenteritis,  intes- 
tinal flu,  etc. 

The  purpose  of  this  discussion  is  to  character- 
ize, as  precisely  as  is  possible  on  the  basis  of 
present  information,  trends  in  occurrence  and 
etiology  of  the  prominent  infectious  enteric  dis- 
eases in  Arizona  associated  with  infant  mortality 
and  with  morbidity  among  persons  of  all  ages. 

Mortality  due  to  enteric  infections 

A review  of  national  vital  statistics  inevitably 
draws  attention  to  Arizona  as  one  of  the  states 
with  the  highest  rates  of  infant  deaths  attributed 
to  diarrheal  diseases.*  From  1950  to  1959,  the 
latest  decade  for  which  mortality  statistics  are 
available,  Arizona  ranked  among  the  seven 
states  with  highest  rates  of  infant  deaths  attrib- 
uted to  diarrhea.  For  the  first  five  years  of  this 
period  Arizona  was  in  first  or  second  place. 
Figure  1 shows  the  trend  of  infant  deaths  and 
the  proportion  of  infants  deaths  attributed  to 

Scientist  Director,  Technology  Branch,  Communicable  Disease 
Center,  Public  Health  Service,  U.S.  Department  of  Health,  Educa- 
tion and  Welfare,  Phoenix,  Arizona. 

Presented  May  4,  1963,  Tucson,  Arizona,  at  the  72nd  Annual 
Meeting  of  the  Arizona  Medical  Association. 


diarrheal  diseases  in  Arizona  and  the  entire 
United  States  from  1952  through  1959.  Addi- 
tional data  for  Arizona  are  shown  through  1962. 
The  rate  of  about  28  deaths  per  1,000  live  births 
for  the  United  States  in  1952  represents  a sub- 
stantial reduction  from  about  100  deaths  per 
1,000  live  births  at  the  turn  of  the  century.  Since 
1952,  the  United  States  rate  has  been  relatively 
stable.  In  Arizona,  however,  the  decline  has  been 
precipitous.  A reduction  of  57  percent  occurred 
from  1953  to  1962.  Data  for  both  the  entire 
United  States  and  Arizona  reflect  impressive 
decreases  in  the  proportion  of  infant  deaths  at- 
tributed to  diarrheal  diseases  (Table  1).  In  1953, 
the  year  during  this  period  when  the  highest 
rate  was  reported,  diarrhea  was  recorded  as  the 
principal  cause  of  death  for  more  than  18  per- 
cent of  the  deaths  among  infants  in  Arizona.  The 
maximum  proportion  for  the  United  States  was 
about  5 percent.  As  shown  by  the  data  in  Figure 
1,  the  proportion  of  infant  deaths  attributed  to 
diarrheal  diseases  is  about  three  times  greater  in 
Arizona  than  in  the  country  as  a whole,  although 
the  rate  of  infant  deaths  in  Arizona  from  all 
causes  now  compares  favorably  with  the  rate  for 
the  United  States.  Furthermore,  the  proportion 
of  deaths  attributed  to  diarrhea  in  the  entire 
United  States  has  declined  more  rapidly  than 
the  rate  of  total  infant  mortality.  In  Arizona, 
however,  the  decline  in  proportion  of  infant 


“In  this  discussion,  diarrheal  diseases  include  categories  045-048 
543,  571,  572,  and  764  in  the  International  Classification  of 
Diseases. 
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Table  1 

Number  of  infant  deaths  in  Arizona  from  1952  through  1962;  rate  per  1,000  live  births  of  infant  deaths  and  per- 
cent of  infant  deaths  attributed  to  diarrheal  diseases  in  Arizona  from  1952  through  1962  and  in  the  United  States 

from  1952  through  1959  

Arizona  United  States 


Year 

Number  of 
infant  deaths 

Rate  of  infant 
deaths/1, 000 
live  births 

1952 

1,081 

44.1 

1953 

1,252 

49.0 

1954 

1,051 

39.3 

1955 

961 

34.6 

1956 

959 

32.4 

1957 

1,141 

35.9 

1958 

1,098 

33.5 

1959 

1,145 

33.2 

1960 

1,165 

31.8 

1961 

1,169 

31.2 

1962 

1,072 

28.4 

deaths  associated  with  diarrhea  and  the  rate  of 
infant  mortality  are  closely  related.  This  sug- 
gests that  factors  which  have  operated  selectively 
to  reduce  mortality  from  diarrhea  in  the  country 
as  a whole  have  not  had  the  same  effect  in 
Arizona. 

Partial  explanation  of  the  excessive  rate  in 
Arizona,  as  compared  with  the  entire  United 
States,  may  be  found  by  examining  the  geo- 
graphic and  racial  distribution  of  reported 
deaths.  In  interpreting  these  data  the  number  of 
cases  on  which  rates  are  based  should  be  kept 
in  mind.  Awareness  of  the  numerical  magnitude 
of  the  problem  should  offer  encouragement  for 
remedial  measures  but  does  not  minimize  the 
significance  of  the  high  rates. 

Table  2 shows,  for  white  and  nonwhite  races, 
the  number  of  infant  deaths  from  all  causes,  the 
infant  death  rate  per  1,000  live  births  from  all 
causes,  and  rate  of  infant  death  from  diarrhea 
in  Arizona  counties  for  the  period  from  1952 
through  1961.  These  data  reveal  the  wide  varia- 
tion in  death  rate  attributed  to  diarrhea  and 
indicate  the  relative  significance  of  diarrhea  as 
a cause  of  infant  deaths  among  the  different 
counties.  It  is  apparent  that  the  non  white  pop- 
ulation in  Arizona  contributed  much  of  the 
excessive  mortality  that  raised  rates  for  Arizona 
above  the  national  average.  However,  the  aver- 
age annual  rate  of  deaths  among  white  infants 
in  the  State  was  above  the  national  average  in 
most  counties  during  this  period;  but  the  rela- 
tive proportion  of  nonwhite  to  white  births  does 
not  correlate  directly  either  with  rates  of  total 
infant  deaths  or  with  rates  of  deaths  attributed  to 
diarrhea.  In  assessing  the  possible  causes  of  high 
local  rates,  explanations  other  than  those  related 
to  ethnic  factors  must  be  considered,  although, 


Percent  of 
infant  deaths 
from  diarrhea 

Rate  of  infant 
deaths/1,000 
live  births 

Percent  of 
infant  deaths 
from  diarrhea 

16.7 

28.4 

5.2 

18.4 

27.8 

5.0 

16.9 

26.6 

4,3 

10.8 

26.4 

3.8 

8.6 

26.0 

3,3 

12.7 

26,3 

3.4 

8.8 

27.1 

3.0 

7.2 

26.4 

2.9 

9.3 

7.9 

8.9 

among  the  nonwhite  population  in  several  coun- 
ties the  rate  of  infant  deaths  from  diarrhea  alone 
is  greater  than  the  rate  of  infant  deaths  from  all 
causes  in  Arizona,  as  well  as  for  the  country 
as  a whole. 

The  fact  should  be  kept  in  mind  that  substan- 
tial changes  have  occurred  in  rates  for  both  the 
counties  and  the  races  in  the  last  few  years. 
Rates  based  on  records  for  the  10-year  period 
may  not  reflect  the  current  situation.  Consolida- 
tion of  data  for  several  years  was  necessary  to 
provide  a basis  that  would  enable  comparison 
of  rates  for  the  counties  with  small  numbers  of 
annual  deaths.  The  data  in  Table  3 show  that 
significant  reductions  occurred  in  rates  of  infant 
deaths  among  both  white  and  nonwhite  popula- 
tions between  1952  and  1961,  but  rates  for  non- 
whites remained  significantly  higher  than  for 
the  white  population  and  have  declined  at  a 
slower  rate.  The  rate  of  infant  deaths  attributed 
to  diarrhea  among  the  white  population  declined 
by  76  percent  and  that  for  the  nonwhite  pop- 
ulation declined  by  61  percent. 

These  data  suggest  the  locations  and  pop- 
ulations where  special  emphasis  should  be 
placed  to  accelerate  the  decline  of  infant  mor- 
tality caused  by  enteric  infections.  Apparently 
no  specific  esoteric  investigations  or  develop- 
ments are  needed.  In  this  respect,  measures  re- 
quired for  further  reductions  in  infant  deaths 
associated  with  diarrheal  diseases  in  Arizona  are 
in  sharp  contrast  with  requirements  in  many 
other  areas  of  the  world  where  diarrheal  diseases 
are  the  leading  causes  of  infant  deaths.  The  local 
problem  relates  primarily  to  failure  in  use  of 
available  medical  resources  and,  in  a few  areas, 
to  poor  accessibility  of  adequate  facilities  for 
treatment. 
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Table  2 

Rate  of  infant  deaths  per  1,000  live  births  from  all  causes  and  from  diarrhea;  number  of  infant  deathss  by  white 
and  nonwhite  races;  and  ratio  of  nonwhite  to  white  births  in  Arizona  counties  from  1952  through  1961 


Rate  of  infant  deaths  per 

1,000  live  births  Number  of 


AH 

Causes 

Diarrhea 

infant 

deaths 

Ratio  of  nonwhite 

County 

White 

Other 

White 

Other 

White 

Other 

to  white  births 

Apache 

34.5 

71.7 

1.5 

16.5 

68 

697 

4.93 

Cochise 

33.5 

61.5 

1.8 

3.1 

404 

20 

0.03 

Coconino 

32.6 

85.5 

1.8 

17.3 

204 

429 

0.80 

Gila 

32.2 

101.5 

0.7 

31.8 

192 

166 

0.27 

Graham 

31.9 

125.6 

3.2 

26.9 

102 

56 

0.14 

Greenlee 

28.1 

112.2 

1.8 

20.4 

96 

11 

0.03 

Maricopa 

33.0 

51.2 

1.9 

9.0 

4,315 

612 

0.09 

Mohave 

33.1 

119.7 

2.6 

42.4 

50 

48 

0.26 

Navajo 

33.4 

94.8 

2.9 

24.6 

160 

689 

1.52 

Pima 

25.2 

70.0 

0.8 

11.7 

1,412 

341 

0.09 

Pinal 

44.1 

66.4 

8.5 

18.3 

691 

243 

0.23 

Santa  Cruz 

28.4 

64.5 

3.9 

0 

79 

2 

0.01 

Yavapai 

30.6 

80.1 

1.6 

24.4 

150 

23 

0.06 

Yuma 

34.5 

50.9 

2.1 

8.6 

383 

71 

0.13 

Epidemiologic  relationship  of  morbidity 
and  mortality  attributed  to  diarrhea. 

Available  knowledge  is  inadequate  to  indicate 
the  extent  to  which  death  from  diarrhea  in  Ari- 
zona can  be  further  reduced  by  control  or 
extirpation  of  recognized  enteric  pathogens  such 
as  Shigella  and  Salmonella.  Especially  in  areas 
of  low  endemicity,  the  multiplicity  of  factors, 
such  as  malnutrition,  concurrent  extraintestinal 
infections,  and  sequelae  of  diarrhea  that  poten- 
tiate the  pathogenicity  of  enteric  organisms,  may 
obscure  the  etiologic  significance  of  the  infec- 
tious agents  against  which  control  measures 
could  be  directed.  Although  definitive  incrimina- 
tion of  a recognized  enteric  pathogen  by  labora- 
tory examination  can  be  made  only  in  about  half 
the  cases  of  diarrhea  of  sufficient  severity  to 
warrant  treatment,  epidemiologic  evidence  and 
results  of  special  studies  indicate  that  infectious 
agents  are  associated  with  most  cases  of  diarrhea 
in  areas  where  recognized  enteric  pathogens  are 
highly  endemic.1  For  example,  intensive  studies 
in  the  southwest  during  the  1930’s  showed  that 
Shigella  was  demonstrable  in  as  much  as  95 
percent  of  cases  of  severe  diarrhea.2  Recent 


Deaths  r 

Table  3 

eported  from  diarrheal  diseases 

per  1,000  live 

births  ol 

white  and  nonwhite  infants  in 

Arizona  from 

1952  through  1961 

Rate  per  1,000  live  births 

Year 

White 

Nonwhite 

1952 

3.84 

27.3 

1953 

4.06 

36.6 

1954 

3.22 

25.8 

1955 

2.16 

12.6 

1956 

1.59 

9.5 

1957 

2.29 

17.5 

1958 

1.77 

9.5 

1959 

1.17 

8.9 

1960 

1.07 

13.2 

1961 

0.92 

10.7 

studies  in  the  same  general  area  suggest  that 
Shigella  is  still  the  predominant  enteric  pathogen 
associated  with  acute  diarrhea  of  infants.3  In 
areas  of  lower  endemicity,  the  role  of  specific 
enteric  pathogens  is  more  difficult  to  assess.  It 
follows  logically  that  where  an  appreciable  prob- 
lem of  mortality  is  associated  with  diarrhea,  the 
rate  of  morbidity  will  be  correspondingly  high. 
However,  morbidity  due  to  diarrhea  cannot  be 
readily  appraised  in  terms  of  infant  mortality 
in  areas  where  rates  of  infant  deaths  are  as  low 
as  the  current  national  rate. 

Application  of  epidemiologic  techniques  to 
analyses  of  available  data  does  provide  tenable 
indications  of  etiologic  relations  that  can  provide 
bases  for  development  of  control  measures  and 
enable  clearer  delineation  of  data  needed  for 
further  reduction  in  both  morbidity  and  mor- 
tality. 

Etiologic  relationships  suggested  by 
seasonal  distribution  of  specific 
enteric  infections. 

In  an  effort  to  characterize  the  occurrence  of 
prominent  infectious  diarrhea  in  Arizona,  a 
study  was  made  of  the  distribution  of  specific 
diseases  reported  to  the  Arizona  State  Depart- 
ment of  Health  for  the  last  10  years  of  available 
record.  These  data  were  correlated  with  results 
from  investigations  that  were  designed  to  gather 
precise  information  on  the  etiology  and  epi- 
demiology of  diarrheal  diseases.  Some  of  the 
preliminary  indications  of  the  complementary 
data  from  these  sources  are  described  below. 

Reports  of  mortality  probably  reflect  closely 
the  number  and  causes  of  deaths.  Deficiancies  in 
such  statistics  result  from  relatively  infrequent 
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occurrences  of  unreported  deaths  and  from  errors 
of  commission  by  attendants.  Morbidity  statis- 
tics, on  the  other  hand,  are  subject  to  serious 
deficiencies  of  omission  resulting  from  failure 
to  record  reportable  illness.  Nevertheless,  sea- 
sonal trends  in  numbers  of  cases  of  diarrheal 
diseases  reported  to  health  departments  by  at- 
tending physicians  parallel  trends  observed  in 
closely  supervised  studies.  Table  4 shows  the 
number  of  cases  of  shigellosis,  salmonellosis, 
amebiasis,  and  diarrhea  of  undetermined  etiology 
reported  in  Arizona  for  the  years  1953  through 
1962.  Reports  of  diarrhea  of  undetermined  eti- 
ology were  not  requested  prior  to  1959. 

Some  idea  of  the  extent  of  under-reporting  is 
illustrated  by  observations  made  in  1958, 
when  only  95  cases  of  shigellosis  were  reported 
for  the  entire  state.  During  the  same  year,  221 
laboratory-confirmed  cases  of  shigellosis  were 
observed  in  two  limited  research  projects  that 
involved  less  than  1,000  persons.  Furthermore,  a 
comparison  of  trends  of  mortality  and  morbidity 
data  indicates  that  fewer  cases  involving  report- 
able  enteric  pathogens  were  recorded  in  1957 
than  in  adjacent  years  but  shows  a peak  in  the 
number  of  deaths  during  the  same  year.  Varia- 
tions in  numbers  of  reported  cases  in  different 


Table  4 

Number  of  cases  of  shigellosis,  salmonellosis,  and  amebi- 
asis reported  annually  in  Arizona  from  1953  through 
1962  and  number  of  cases  of  diarrhea  of  un- 
determined etiology  reported  from  1959 
through  1962 

Diarrhea  cause 


Year 

Shigellosis 

Salmonellosis 

Amebiasis 

undetermined 

1953 

52 

29 

1954 

153 

29 

148 

1955 

92 

23 

79 

1956 

55 

14 

67 

1957 

43 

5 

76 

1958 

95 

25 

104 

1959 

142 

88 

201 

3,230 

1960 

74 

82 

277 

3,943 

1961 

153 

199 

227 

3,716 

1962 

245 

80 

183 

7,426 

years  probably  do  not  reflect  a true  fluctuation 
in  the  incidence  of  pathogens  but  rather  indicate 
special  investigative  activities  and  intensity  of 
local  interest.  It  is  obvious  also  that  definitive 
identification  of  pathogens  associated  with 
diarrhea  is  indicated  or  performed  in  only  a 
small  proportion  of  the  cases  that  require  treat- 
ment. Thus,  one  may  anticipate  that  only  a small 
proportion  of  all  cases  of  diarrhea  will  be  re- 
ported with  definitive  etiology.  These  reports 
are  useful,  however,  in  establishing  patterns  of 
seasonal  occurrence  of  the  pathogens  that  are 
identified.  When  related  to  the  number  and 


Figure  1 

Infant  death  rates  and  percent  of  infant  deaths  from  diarrhea,  Arizona  versus  U.S. 
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distribution  of  cases  in  which  the  etiology  is 
undetermined,  the  distribution  of  recognized 
pathogens  can  be  used  to  obtain  reliable  indica- 
tions of  the  relative  public  health  significance 
of  identifiable  and  occult  etiologic  agents. 

Figure  2 shows  the  average  monthly  distribu- 
tion of  cases  of  shigellosis,  salmonellosis,  ame- 
biasis, and  diarrhea  of  undetermined  etiology 
reported  for  years  when  data  were  available 
from  1953  through  1962.  Amebiasis,  which  does 
not  have  a characteristic  seasonal  distribution,  is 
reported  fairly  uniformly  throughout  the  year. 
Comparison  of  monthly  incidence  of  the  other 
reported  cases  shows  decided  seasonal  trends. 
The  occurrence  of  most  cases  of  diarrhea  in  the 
winter  months  is  strikingly  different  from  ex- 
perience a quarter  of  a century  earlier  when  the 
greatest  number  of  cases  was  observed  during 
the  summer.4  This  shift  in  seasonal  peak  may  be 
attributed  to  the  reduction  of  diarrhea  caused 
by  Shigella  and  Salmonella.  The  seasonal  distri- 
bution of  diarrhea  associated  with  Shigella  and 
Salmonella  shown  in  Figure  2 follows  the  pattern 
characteristic  of  the  occurrence  of  diarrheal  dis- 
eases generally  25  years  ago.  In  Arizona,  spread 
of  these  pathogens  is  enhanced  during  the  sum- 


mer months  by  the  difficulties  in  preserving 
food,  favorable  conditions  for  incubation  of 
pathogens  in  food,  greater  contact  of  children 
at  play,  high  population  of  flies,  and  similar 
factors.  At  the  present  time,  the  monthly  number 
of  cases  of  diarrhea  is  highest  when  enteropath- 
ogenic  strains  of  Escherichia  coli  and  enteric 
viruses  are  most  prevalent. 

The  changing  pattern  in  monthly  distribution 
of  diarrhea,  probably  indicative  of  changes  in 
relative  prevalence  of  etiologic  agents,  is  illus- 
trated by  the  distribution  of  cases  of  diarrhea 
observed  at  three  hospitals  in  Maricopa  and 
Pinal  Counties  during  1958. 5 As  shown  in  Figure 
3,  the  rates  for  isolation  of  Shigella  and  Salmon- 
ella generally  were  lower  in  the  winter  and 
spring.  Enteropathogenic  strains  of  Escherichia 
coli,  however,  were  more  prevalent  in  the  fall. 
The  total  number  of  cases  observed  and  the 
proportion  of  cases  from  which  bacterial  path- 
ogens were  not  isolated  were  greater  during  the 
fall  months.  The  usual  seasonal  distribution  of 
Shigella  and  of  diarrhea  in  an  area  where 
Shigella  is  a predominant  enteric  pathogen  is 
illustrated  by  experiences  in  an  Indian  communi- 
ty in  Pinal  County.  Figure  4 shows  the  average 
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Figure  3 

Number  of  persons  observed  and  number  of  isolations  of  enteropathogenic  ESCHERICHIA  COLI,  SHIGELLA,  and 
SALMONELLA  from  patients  with  acute  diarrhea  at  three  hospitals  in  Maricopa  or  Pinal  Counties,  Arizona,  by 
months  during  1958. 


percent  of  Shigella  isolations  for  each  month  and 
the  number  of  cases  of  diarrhea  per  100  person- 
months  experience  from  1955  through  1958.  In 
this  study,  specimens  were  collected  by  rectal 
swab  each  month  from  approximately  90  chil- 
dren under  5 years  of  age  and  histories  of 
diarrhea  were  obtained  for  the  total  population 
of  about  500  persons.  Shigella  usually  was  iso- 
lated from  a greater  proportion  of  specimens  in 
the  late  summer  months  than  at  other  seasons 
of  the  year.  The  trends  of  reported  morbidity 
follow  closely  the  rates  of  Shigella  isolation  ex- 
cept for  the  winter  when  prevalence  of  entero- 
pathogenic Escherichia  coli  and  viral  gastro- 
enteritis is  highest. 

The  relative  significance  of  different 
enteric  pathogens  among  different  popula- 
tions is  suggested  by  the  data  shown  in  Figure  5. 
These  graphs  show  the  monthly  number  of  cases 
of  diarrhea  of  undetermined  etiology  reported 
to  the  Arizona  State  Department  of  Health,  the 
number  of  cases  of  diarrhea  observed  in  a study 
of  an  Indian  community  in  Pinal  County,  and 
the  number  of  cases  of  acute  diarrhea  observed 
in  three  hospitals  in  or  near  Phoenix.  The  middle 
graph  reflects  the  distribution  of  diarrhea  among 
a population  in  an  area  where  Shigellci  was 


endemic.  The  similarity  between  trends  of  the 
acute  hospitalized  cases  and  the  reported  cases 
of  undetermined  etiology  suggests  the  possibility 
that  most  cases  of  severe  diarrhea  at  the  hospitals 
studied  were  associated  with  etiologic  agents 
other  than  Shigella  and  Salmonella. 

Discussion 

Information  from  vital  statistics  shows  that 
appreciable  reductions  have  occurred  in  mortal- 
ity from  diarrheal  diseases  in  Arizona  during  the 
past  decade.  However,  there  is  an  obvious  need 
to  continue  and  extend  application  of  available 
knowledge  among  some  ethnic  groups  and  in 
certain  areas  of  the  State  where  residual  prob- 
lems persist.  There  is  evidence  that  diarrheal 
diseases  attributable  to  enteric  pathogens  such 
as  Shigella  have  diminished  in  significance  as 
a general  problem  but  are  still  of  appreciable 
local  importance.  The  monthly  distribution  of 
deaths  from  diarrhea  from  1952  through  1962 
shows  that  the  maximum  average  monthly  num- 
ber among  Indian  populations  was  greatest  in 
September,  coincident  with  the  peak  of  Shigella 
(Figure  6).  The  largest  monthly  number  of 
deaths  from  diarrhea  among  white  infants  was 
recorded  for  December. 
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Figure  4 

Average  percent  of  SHIGELLA  isolations  and  average  number  of  diarrheal  episodes  reported  per  100  person- 
months  experience  among  approximately  90  children  under  5 years  of  age;  Sacaton,  Arizona,  1955  to  1958. 


Figure  5 

Average  number  of  cases  of  some  diarrheal  diseases  reported  monthly  in  Arizona. 


September,  1964 


625 


Original  Articles 

Both  reports  of  vital  statistics  and  data  from 
special  investigations  indicate  the  need  to  re- 
examine the  precise  role  of  specific  enteric  or- 
ganisms associated  with  both  morbidity  and 
mortality. 

Evidence  now  accumulating  suggests  the  im- 
portance of  the  enteropathogenic  strains  of 
Escherichia  coli  in  outbreaks  and  in  sporadic 
cases  of  diarrhea.  While  the  significance  of  these 
organisms  has  been  recognized  in  institutional 
epidemics,  their  etiologic  role  in  sporadic  cases 
has  not  been  well  established.  The  significance 
of  the  pathogenic  Escherichia  coli  probably  has 
been  obscured  in  areas  where  Shigella  has  been 
highly  endemic. 

Precise  data  are  not  available  on  the  relative 
importance  of  Salmonella  in  Arizona  but  exper- 
ience from  investigation  of  frequent  outbreaks 
suggests  that  modern  methods  of  processing  and 
marketing  food  for  man  and  domestic  animals 
enhance  the  persistence  of  endemic  salmonellosis 


and  is  creating  new  problems  in  the  suppression 
of  types  that  are  newly  introduced. 

The  most  widespread  and  probably  the  most 
important  problem  of  morbidity  from  enteric 
infections  is  the  precise  assessment  of  the  identity 
and  epidemiologic  characteristics  of  suspected 
viral  agents  allegedly  responsible  for  gastro- 
enteritis. Various  studies  have  established  the 
significance  of  viruses  in  both  sporadic  cases  and 
outbreaks  that  are  not  associated  with  recognized 
bacterial  pathogens  or  parasites.6' 7 The  seasonal 
distribution  of  cases  indicates  that  most  episodes 
of  diarrhea,  and  an  undetermined  proportion  of 
deaths,  occur  at  the  same  time  that  “intestinal 
flu”  or  “the  virus  that’s  going  around”  are  most 
prevalent. 

The  current  relative  importance  of  entero- 
viruses and  enteropathogenic  Escherichia  coli, 
and  possibly  unidentified  agents,  in  diarrhea  of 
infants  is  obscure.  Much  additional  work  is  need- 
ed to  characterize  viral  gastroenteritis  and  to 


Figure  6 

Average  monthly  number  of  infant  deaths  attributed  to  diarrhea  among  White,  Indian,  and  Negro  Races  in  Ari- 
zona for  1952  through  1962. 
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provide  bases  for  development  of  control  meas- 
ures. In  one  preliminary  study,  cytopathogenic 
agents  were  isolated  from  about  60  percent  of 
sporadic  cases  of  severe  diarrhea.3  Approximately 
35  percent  of  these  isolates  could  not  be  identi- 
fied as  known  viruses.  No  consistent  causal 
association  between  any  of  the  viruses  and  ill- 
nesses was  apparent.  Determining  the  signifi- 
cance of  specific  enteric  viruses  in  sporadic  cases 
of  diarrhea  is  a difficult  and  lengthy  task. 
Experiences  to  date  suggest  that  epidemiologic 
approaches  offer  the  best  opportunity  to  obtain 
the  data  needed  as  a basis  for  further  work. 
One  productive  course  is  the  study  of  outbreaks 
in  which  searches  for  an  agent  common  to  a 
significant  proportion  of  episodes  may  be  made 
among  multiple  cases  related  closely  in  time  and 
place.  Association  of  suspected  pathogens  with 
ill  persons  at  a rate  higher  than  among  the  same 
population  without  indications  of  the  illness 
under  study  provides  substantial  evidence  of 
etiologic  relationship.  Search  then  can  be  made 
for  specific  suspected  etiologic  agents  in  other 
outbreaks  and  in  sporadic  cases. 

At  the  present  state  of  knowledge,  attempts 
must  be  made  to  identify  all  of  the  viral  agents 
isolated  from  cases  of  viral  gastroenteritis.  A 
large  number  of  agents  are  inevitably  recovered 
because  of  the  wide  distribution  of  enteric  virus- 
es and  the  broad  spectrum  of  susceptibility  of 
the  systems  used  for  primary  isolation  of  viruses. 
Since  most  of  the  isolates  are  casual,  nonpath- ' 
ogenic  associates,  the  formidable  task  of  identi- 
fying all  viruses  and  characterizing  the  unde- 
scribed ones  is  not  feasible.  The  search  for 
specific  agents,  for  example  determination  of 
the  presence  or  absence  of  poliovirus,  is  a prac- 
tical routine  procedure.  By  establishing  the 
association  of  the  same  agent  with  multiple 
cases  of  illness,  one  then  has  a specific  object 
of  search. 

THE  present  problem  of  determining  etiologic 
significance  of  the  enteric  viruses  is  apparent 
when  contrasted  with  the  well-developed  labora- 
tory procedures  and  identification  scheme  used 
for  the  enteric  bacteria.  In  the  latter  case,  highly 
selective  media  which  inhibit  the  growth  of 
most  enteric  bacteria  are  used  for  primary  isola- 
tion. Definitive  morphologic  criteria,  biochem- 
ical tests,  and  serologic  typing  have  been  worked 
out  to  enable  precise  screening  for  specific 
bacteria  at  each  stage  in  the  process  of  isolation 
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and  identification.  Until  such  selective  searches 
can  be  made  for  viruses,  specific  laboratory 
procedures,  therapy,  and  preventive  measures 
can  be  developed  only  on  empirical  bases. 

TWO  OTHER  obvious  unmet  needs  for  sup- 
pression of  infectious  diarrhea  should  be 
mentioned.  The  first  concerns  determination  of 
the  etiologic  significance  of  enteric  organisms  in 
sporadic  infections.  The  association  of  a known 
enteric  pathogen  with  the  clinical  sign  of  diar- 
rhea does  not  necessarily  confirm  a causal  rela- 
tionship. Definitive  criteria  are  needed  to  enable 
differentiation  of  infectious  from  noninfectious 
diarrhea,  which  will  permit  corroboration  of  the 
pathogenic  role  of  specific  etiologic  agents  by 
objective  clinical  or  laboratory  procedures. 

The  second  need  can  be  met  easily  with  col- 
laboration of  the  medical  community  of  this 
State.  It  is  obvious  from  the  foregoing  discussion 
that  the  epidemiologist  concerned  with  applica- 
tion of  control  measures,  as  well  as  the  research- 
er, relies  heavily  on  reports  of  both  morbidity 
and  mortality  made  to  health  departments.  These 
data  provide  bases  for  delineation  and  localiza- 
tion of  problem  areas,  given  tenable  indications 
of  the  relative  significance  of  known  pathogens, 
and  disclose  where  etiology  is  obscure.  Analyses 
of  data  from  regular,  accurate  reporting  provide 
guides  and  evaluations  of  accomplishment  for 
the  practitioner  as  well  as  the  community. 
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Disease  Distribution  In 
Southwestern  American  Indians: 
Analysis  of  211  Autopsies 
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by 

Robert  E.  Kravetz,  M.D. 


This  article  reflects  the  current  state  of  health  in  the  Southwestern  Res- 
ervation Indians.  It  demonstrates  the  need  for  further  improvement  in 
sanitary  measures  and  health  education  in  these  areas. 


IN  early  1955,  the  Indian  Health  Program  was 
transferred  to  the  U.S.  Public  Health  Service. 
Most  recent  estimates  of  the  number  of  bene- 
ficiaries cared  for  by  the  program  are  380,000 
“Native  Americans”  of  which  43,000  are  Alaska 
natives.1  A number  of  clinical  studies  pertaining 
to  various  aspects  of  Indian  Health  have  ap- 
peared, but  only  two  studies  are  based  on  au- 
topsy material.2,3  The  findings  in  211  Southwest- 
ern American  Indians  autopsied  between  1955 
and  1960  at  the  U.  S.  Public  Health  Service  In- 
dian Hospital,  Phoenix,  Arizona  are  reported 
here.  Periodic  analysis  of  future  autopsies  is  an- 
ticipated and  will  be  compared  with  this  study 
to  see  if  improved  medical  care  and  removal  of 
cultural  barriers  are  reflected  by  changing  dis- 
ease patterns. 

Material  and  Methods 

The  U.  S.  Public  Health  Service  Indian  Hos- 
pital, Phoenix,  Arizona  is  the  referral  cen- 
ter for  a population  estimated  at  45,564  in  I9604 
with  82%  of  the  patients  from  Arizona.  Ten  res- 
ervation hospitals,  six  outlying  health  centers, 
and  25  health  stations  located  in  Arizona,  Neva- 
da, Utah  and  California  constitute  the  referring 
facilities  ( F igure  1 ) . A number  of  Indians  who 

'•Prepared  at  the  Medical  Service,  U.  S.  Public  Health  Service, 
Indian  Hospital,  Phoenix,  Arizona. 

Doctor  Kravetz  is  currently  on  a two  year  leave  of  absence 
from  the  state  to  undertake  fellowship  training  at  Yale  Univer- 
sity School  of  Medicine. 


live  on  reservations  adjoining  metropolitan 
Phoenix,  transient  Indians,  and  a rare  non-In- 
dian emergency  patient  make  up  the  remainder 
of  the  patient  load.  The  majority  of  patients  are 
Pima,  Apache,  Papago,  Navajo,  Supai,  Walapai, 
Yavapai,  Maricopa  and  Mohave  Indians;  all  are 
southwestern  tribes. 

Between  January  1,  1955  and  December  31, 
1960  there  were  284  deaths  at  the  hospital;  182 
patients  were  autopsied  (63.7%).  An  additional 
29  patients  treated  at  out-lying  hospitals  were 
sent  here  for  autopsy  — all  were  Indian.  It  is 
these  211  patients  which  constitute  this  study. 

Complete  pathological  examination  was  per- 
formed on  each  patient.  The  cause  of  death  as 
defined  here  refers  to  the  disease  or  injury  that 
initiated  the  train  of  events  leading  to  death. 
This  is  the  definition  outlined  in  the  Interna- 
tional Classification  of  Diseases.5  In  a rare  case, 
the  terminal  event  was  of  greater  significance 
and  this  was  listed  as  the  cause  of  death. 

Results 

Specific  diseases  have  been  grouped  accord- 
ing to  the  “Classification”  except  for  the  cardio- 
vascular classification;  it  includes  all  vascular 
lesions  of  the  heart,  central  nervous  system  and 
kidneys.  The  infectious  disease  category  groups 
all  deaths  due  to  infections  together  and  not  by 
organ  systems.  The  findings  are  listed  in  tabular 
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form  by  age  groups,  but  specific  age  and  sex 
are  mentioned  in  the  discussion  when  indicated. 
Autopsy  Percentages 

The  percent  of  cases  autopsied  each  year  at 
the  Phoenix  hospital  for  the  years  1955-1960 
( 182  patients ) are  listed  in  figure  2.  Included 
for  comparative  purposes  is  the  rate  for  1961 
(88$).  The  six-year  average  is  63.7$;  excluding 
1955,  the  first  year  that  the  Public  Health  Serv- 
ice took  over  the  program,  the  five  year  average 
is  70$.  Autopsy  rates  for  the  out-lying  reserva- 
tion hospitals  which  referred  the  remaining  29 
patients  are  not  available. 

Sex  and  Age 

There  are  112  female  and  99  male  patients 
with  129  adult  and  82  pediatric  cases.  Patients 
15  years  or  older  are  classified  as  adults.  Eighty 
of  the  82  pediatric  cases  are  five  and  74  (89$) 
are  two  or  younger  (Figure  3).  The  high  infant 
mortality  rate  is  striking. 

Cause  of  Death 

The  number  of  patients,  according  to  age 
groups,  are  listed  in  table  1 under  the  following 
categories:  (1)  infectious  diseases  (2(  cardio- 
vascular (3)  gastrointestinal  (4)  malignant  neo- 
plasms (5)  accidental  (6)  respiratory  (7)  neo- 
natal ( 8 ) congenital  ( 9 ) genitourinary  ( 10 ) 
hematological  (11)  pregnancy  and  (12)  other. 
COMPARISON  of  morbidity  and  mortality 
statistics  in  Indians  and  all  other  U.S.  races 
reveals  some  striking  differences.  The  Indian 
death  rate  is  extremely  high  in  infants  as  com- 
pared to  all  other  races  (Figure  4).  This  precent 
study  also  confirms  the  high  infant  mortality 
rate  with  59  (28$)  of  the  deaths  in  the  entire 
group  in  patients  under  one  year  of  age  and  80 
(38%)  in  children  five  years  or  younger.  Most 
of  these  deaths  were  due  to  gastroenteric  dis- 
eases, respiratory  illnesses,  and  other  infectious 
diseases.  A poor  health  environment,  inadequate 
sanitation,  unsafe  water,  crowded  living  condi- 
tions, limited  facilities  for  practicing  modern 
hygiene,  etc.,  is  felt  to  be  the  significant  contribu- 
ting factor.  This  high  infant  mortality  rate  par- 
tially explains  the  younger  average  age  of  death 
for  Indians.  In  1959,  62.3  was  the  average  age  at 
death  for  all  races  but  for  Indians  in  the  24  Fed- 
eral Reservation  States,  it  was  41.8  years;  the 
median  age  for  all  races  was  30  years  compared 
to  20  years  for  Indians1  (Table  2).  Because  of 
the  lower  median  age,  illnesses  found  in  “old- 
er” age  groups,  in  general,  are  present  but  less 
frequently  among  Indians. 


Infections 

The  leading  cause  of  death  in  this  study  was 
from  infectious  diseases  (39$).  Forty  (49$)  of 
the  82  pediatric  patients  and  42  (31$)  of  the 
129  adult  patients  were  in  this  category.  Bac- 
terial pneumonia,  diarrhea,  and  tuberculosis 
( miliary  and  pulmonary ) were  the  three  leading 
causes  of  death  due  to  infections  and  accounted 
for  55$  of  the  patients  in  this  group.  Slightly 
more  than  one-half  of  the  pneumonias  were  in 
infants  under  two  and  all  of  the  deaths  due  to 
dairrhea  were  in  this  group  with  the  majority 
occurring  in  infants  one  year  or  younger  (Table 
1).  Tuberculosis  accounted  for  11  deaths. 

Coccidiomycosis  (“Valley  Fever”)  is  endemic 
in  the  Lower  Sonora  Life  Zone  of  which  Arizona 
is  a part.  The  great  majority  of  persons  con- 
tracting this  disease  have  an  inapparent  or  mild 
clinical  infection.  Less  than  one  percent  of  pa- 
tients develop  the  disseminated  form  of  disease 
and  they  are  usually  in  the  very  young  or  elder- 
ly age  group  as  in  the  cases  noted  here  (Table 
l).6  Since  the  availability  of  Amphotericin  B, 
this  disease  is  now  treatable. 

Amebiasis  is  not  uncommon,  especially  on  cer- 
tain reservations,  but  it  is  anticipated  that  the 
incidence  will  decline  with  improved  sanitary 
facilities.  All  deaths  occurred  in  the  early  years 
of  this  study  because  the  diagnosis  was  not  sus- 
pected. Due  to  the  higher  index  of  suspicion  in 
recent  years  in  patients  presenting  with  diarrhea 
or  vague  gastrointestinal  complaints,  the  mortal- 
ity rate  has  declined  significantly,. 

INFECTIOUS  hepatitis  also  continues  to  be  a 
serious  health  problem  with  sporadic  epi- 
demics reported  each  year  from  the  various  res- 
ervations. Five  deaths  were  due  to  hepatitis,  and 
it  was  noted  in  six  other  patients  as  an  incidental 
finding. 

Another  common  infection  is  pyelonephritis; 
it  was  noted  in  21  patients  and  was  the  direct 
cause  of  death  in  five  of  them  — all  died  in  ure- 
mia. It  was  significantly  more  common  in  the 
female  population.  A high  pregnancy  rate,  fre- 
quency of  enteric  infections,  diminished  water 
intake,  and  the  high  incidence  of  diabetes  mel- 
litus7  may  be  some  of  the  etiological  factors 
responsible. 

The  remaining  14  deaths  were  due  to  a variety 
of  infections  (Table  1).  In  1961,  deaths  due  to 
infections  were  reduced  to  one-fifth  of  the  total 
number  for  the  Phoenix  Area  tribes  and  re- 
flects the  great  strides  that  are  being  made  here  " 
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Table  1 

—Causes 

of  Death  by  Age  Groups 

in 

211  Southwestern 

American  Indians 

Cause  of  Death 

0-1 

1-5  5-10  11-20 

21- 

30  31-40  41-50 

51-60  61-70  71 

-80 

81-90 

Total 

Infectious  Diseases 

82 

Bronchopneumonia 

5 

5 1 

1 

1 1 

3 

1 

1 

19 

Diarrhea 

12 

3 

15 

Tuberculosis 

(pulmonary) 

1 

2 1 

2 1 

7 

Coccidiomycosis 

2 

1 1 

1 

5 

Amebiasis 

1 

2 

2 

5 

Pyelonephritis 

i 

1 

1 2 

5 

Hepatitis 

2 

i 

1 

1 

5 

Tuberculosis 

(miliary) 

i i 

1 

1 

4 

Meningitis 

1 

i i 

3 

Septicemia 

2 

O 

Aspergillosis 

1 

1 

Varicella  pneumonia 

1 

1 

Measles  pneumonia 

1 

1 

Pericarditis  (strep.) 

i 

1 

Cavernous 
sinus  thrombosis 

1 

1 

Encephalitis 

1 

1 

Liver  abcess 

1 

1 

Emphyema  gall  bladder 

1 

1 

Sinusitis  (acute) 

1 

1 

Endocarditis  (subacute) 

1 

1 

Endocarditis  (acute) 

1 

1 

Pelvic  abcess 

1 

1 

Cardiovascular 

22 

Rheumatic  heart 
disease 

1 

i 

3 1 

1 

1 

8 

Nephrosclerosis 

2 

1 1 

4 

Myocardial  infarction 

2 

1 

3 

Cardiac  arrest 

1 2 

3 

Myocarditis 

1 

1 

Pericarditis 

1 

1 

Cerebral  hemorrhage 

1 

1 

Pulmonary  edema 
(acute) 

1 

1 

Gastrointestinal 

22 

Laennec’s  cirrhosis 

1 

2 4 

1 

8 

Biliary  cirrhosis 

1 

2 1 

1 

5 

Cholecystitis 

1 1 

1 

3 

Ruptured  appendix 

1 

1 

1 

3 

Common  duct  stone 

1 

1 

2 

Spine 

i 

i 

Neoplasms 

1 

8 5 

4 

2 

20 

Accidents 

14 

Subdural  hematoma 

2 

1 1 

4 

Bums 

1 

1 

2 

Skull  fracture 

i 

i 

Cerebral  hemorrhage 

i 

i 

Lacerated  mesentery 

i 

i 

Severed  carotids 

1 

i 

Malnutrition 

i 

i 

Salicylism 

i 

i 

Aspirated  bean 

i 

i 

Abdominal  hematoma 

i 

i 

Respiratory 

14 

Atelectasis 

5 

1 

6 

Interstitial  pneumonia 

3 

i 

4 

Cor  pulmonale 

1 

1 

2 

Pulmonary  emboli 

1 

i 

Tracheitis  (nectotizing) 

1 

i 

Neonatal 

12 

Stillborn 

5 

5 

Premature 

4 

4 

Hyaline  membrane 

3 

3 

Congenital 

9 

Cardiac 

5 

i 

6 

Neurological 

2 

i 

3 

Genitourinary 

6 

Glomerulonephritis 

2 

1 

8 

Hydronephrosis 

2 

1 

3 

Hematological 

3 

Multiple  myeloma 

1 

1 

Granulocytic 

leukemia  (A)° 

1 

1 

Granulocytic 
leukemia  (C)* 

1 

1 

Pregnancy 

3 

Eclampsia 

1 

1 

Ruptured  ectopic 

1 

1 

Pituitary  necrosis 

1 

1 

Other 

4 

Penicillin  anaphylaxis 

1 

1 

Pentothal  anaphylaxis 

1 

1 

Adrenal  hemorrhage 

1 

1 

Unexplained 

i 

1 

*CA)  Acute 


chronic 


Table  2.— Average  Age  at  Death,  Indians  and  All  Races, 

19591 


Indians 

24  Fed.  Res. 
States 

All  Races 

Average  age  at  death 
Percent  of  deaths  before 

41.8  years 

62.3  years 

1 year  of  age 

21% 

6.8% 

Average  age  at  death 
(those  surviving  1 year) 
Percent  of  deaths  before 

52.9  years 

66.8  years 

5 years  of  age 

25.9% 

7.8% 

Average  age  at  death 
(those  surviving  5 years) 

56.1  years 

67.5  years 

Cardiovascular 

Twenty-two  deaths  are  in  this  group.  Rheu- 
matic heart  disease  was  most  common  and  pres- 
ent in  eight  patients.  The  mitral  valve  alone  was 
involved  in  four  patients,  the  aortic  valve  alone 
in  two  patients  and  combined  aortic  and  mitral 
valve  disease  in  the  remaining  two.  Despite  the 
arid  climate  present  here,  acute  rheumatic  fever 
is  a frequent  cause  for  admission  to  the  hospital. 

Acute  myocardial  infarction  was  noted  in 
three  patients  and  old  healed  infarction  in  four 
others.  There  were  six  males  and  one  female 
affected.  Clinically  this  is  not  a significant  entity 
in  this  population.  During  the  past  eight  years, 
only  32  cases  of  myocardial  infarction  due  to 
coronary  atherosclerosis  have  been  documented 
at  this  hospital.  With  rare  exception,  the  pa- 
tients have  had  associated  diabetes  mellitus  or 
essential  hypertension.7 

Nephrosclerosis  associated  with  intercapillary 
glomerulosclerosis  was  the  cause  of  death  in 
four  patients;  all  had  diabetes  mellitus  and  all 
died  in  uremia.  The  three  cases  of  cardiac  arrest 
all  occurred  in  females  who  were  having  surgery 
for  cholecystitis  at  the  time.  The  remaining 
deaths  in  this  group  were  due  to  a variety  of 
causes  (Table  1). 

Gastrointestinal 

Laennecs  cirrhosis  was  a significant  find- 
ing and  responsible  for  eight  deaths.  Three 
patients  succumbed  to  bleeding  esophageal  var- 
ices, three  to  hepatic  coma,  and  one  each  to 
complicating  tuberculosis  and  hepatitis.  Seven- 
teen other  patients  had  Laennec’s  cirrhosis  and 
14  fatty  metamorphosis  of  the  liver  as  an  inci- 
dental finding.  A history  of  excessive  alcohol 
ingestion  was  present  in  all  cases  of  cirrhosis.  In 
the  year  1961-1962,  there  were  15  deaths  due  to 
Laennec’s  cirrhosis;  they  accounted  for  25%  of 
the  total  adult  deaths  during  this  period.  The  in- 
creasing problem  of  nutritional  liver  disease  will 
be  discussed  in  a separate  report.9 
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Five  deaths  in  this  group  were  due  to  biliary 
cirrhosis.  Acute  cholecystitis  was  responsible  for 
three  deaths  and  common  duct  obstruction  as- 
sociated with  cholecystitis  for  two  others.  Three 
elderly  individuals  succumbed  to  a perforated 
appendix  with  peritonitis  as  treatment  was 
sought  too  late. 

The  unusually  high  incidence  of  biliary  tract 
disease  which  so  aptly  has  been  called  “the 
Southwestern  American  Indian’s  burden”  has 
been  previously  noted10  and  also  confirmed  in 
the  present  study.  Sixty-three  (54%)  of  the  117 
patients  21  years  or  older  were  noted  to  have 
some  form  of  biliary  tract  disease.  There  were 
19  (30%)  males  and  44  (70%)  females. 

Figure  5 lists  the  various  types  of  biliary  tract 
disease  found  in  this  group  according  to  sex. 
Malignant  disease  was  present  in  21%  and  was 
the  commonest  type  of  malignancy  noted  in  this 
study.  The  etiology  of  this  unusually  high  inci- 
dence of  biliary  tract  disease  in  this  population 
is  currently  being  studied.11  Some  of  the  contrib- 
utory factors  are  excess  obesity,  frequent  child 
bearing,  increased  frequency  of  enteric  infec- 
tions, and  a high  incidence  of  diabetes  mellitus. 
tus. 

Neoplasms 

A total  of  25  malignant  neoplasms  were 
found  and  was  the  cause  of  death  in  20  pa- 
tients (Table  3).  As  anticipated,  the  great  ma- 
jority occurred  in  the  older  age  group;  only  one 
patient  was  younger  than  51  years.  Malignan- 
cies of  the  biliary  tract  accounted  for  13  of  this 
total  number,  but  four  of  them  were  incidental 
findings.  A wide  variety  of  other  types  of  malig- 
nancies were  noted.  The  absence  of  broncho- 
genic carcinoma  in  this  population  is  apparent 

Table  3. Malignant  Neoplasms  Found  at  Autopsy  in  211 


Southwestern  American  Indians 

TYPE 

41-50 

51-60 

61-70 

71-80  81-90 

TOTAL 

Gall  bladder 

3a 

1 

3a 

7 

Ampulla  of 
Vater 

la 

2 

la 

4 

Bile  duct 

1 

1 

2 

Kidney 

1 1 

2 

Breast 

1 

1 

2 

Prostate 

la  1 

2 

Uteras 

1 

1 

2 

Cecum 

1 

1 

Thyroid 

1 

1 

Stomach 

1 

1 

Sarcoma 

recticulum  cell) 

1 

1 

TOTAL 

1 

10 

5 

7 2 

25 

a— One  case  in  this  category  an  incidental  finding  at 
autopsy  and  not  cause  of  death. 
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and  this  has  been  previously  reported  in  a study 
from  this  hospital.12 

The  types  of  malignancies  listed  here  may  be 
misleading  as  only  autopsied  cases  are  reported. 
A more  accurate  picture  of  the  types  of  malig- 
nancies found  in  southwestern  American  Indians 
can  be  obtained  from  table  4.10  This  represents 
a total  of  155  malignancies  noted  at  this  hospital 
between  1954-1960  from  biopsy  and  post-mor- 
tem material. 

Accidents 

Life  on  the  reservation  is  filled  with  many 
hazards  not  ordinarily  encountered  in  the  gen- 
eral population.  Constant  exposure  to  a rugged 
uninviting  environment  in  which  even  simple 
daily  tasks  are  difficult  and  primitive  living  con- 
ditions, which  fortunately  are  improving  daily, 
can  predispose  to  frequent  accidents.  They  were 
more  common  in  young  children;  eight  of  the  13 
patients  in  this  group  were  two  years  or  young- 
er (Table  1).  A wide  variety  of  causes  were 
noted  but  the  most  frequent  was  due  to  head 
trauma. 

Respiratory 

Fourteen  deaths  were  ascribed  to  respiratory 
diseases  excluding  bacterial  pneumonia.  Five 
cases  of  atelectasis  and  three  of  interstitial  pneu- 
monia occurred  in  infants.  Two  deaths  from 
cor-pulmonale  were  noted  in  patients  with  pul- 
monary fibrosis  and  emphysema.  One  unusual 
case  of  atelectasis  occurred  in  a female  patient 
with  a long  standing  umbilical  hernia  which 
when  reduced  caused  marked  bilateral  atelecta- 
sis and  respiratory  collapse. 

Four  infants  were  born  prematurely  and  died 
shortly  after  birth.  There  were  five  stillborn 
infants.  Hyaline  membrane  disease  was  diag- 
nosed in  three  other  patients  who  died  in  the  neo- 
natal period.  Nine  deaths  were  due  to  congenital 
defects;  six  were  cardiac  abnormalities  and  three 
were  neurological.  A variety  of  defects  were  no- 
ted. 

Genitourinary 

Three  deaths  were  due  to  glomerulonephritis 
(chronic)  in  young  adults.  Hydronephrosis  was 
responsible  for  three  other  deaths  as  a result  of 
(1)  benign  prostatic  hypertrophy  (2)  urethral 
stricture  and  (3)  unexplained.  All  patients  died 
in  uremia. 

Hematological 

There  were  three  deaths  due  to  blood  dyscra- 
sias.  A 17  year  old  female  died  of  acute  granu- 
locytic leukemia,  a 75  year  old  male  of  chronic 
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Table  4.— Distribution  of  155  Cases  of  Malignancy  Dis- 
covered Among  Southwestern  American  Indians, 
1954-196110 

Site  Cases,  No. 

Biliary  system 

Gallbladder 

10 

Bile  ducts 

9 

Total 

19 

Stomach 

19 

Cerviz 

17 

Prostate 

10 

Skin 

9 

Pancreas 

7 

Breast 

7 

Ovary 

6 

Kidney 

6 

Colon 

5 

Leukemia 

5 

Endometrium 

5 

Thyroid 

4 

Lung 

0 

Miscellaneous 

36 

Total 

155 

granulocytic  leukemia,  and  a 65  year  old  female 
from  multiple  myeloma.  The  number  of  patients 
with  blood  dyscarsias  seen  here  each  year,  for 
this  size  population,  is  what  one  might  expect 
in  the  general  population. 

Pregnancy 

With  increasing  acceptance  of  modern  medi- 
cal care,  more  babies  are  born  in  the  hospital 
each  year.  However,  neither  prenatal  care  nor 
hospital  deliveries  have  reached  optimal  levels, 
and  frequently  when  medical  attention  is  sought, 
it  is  quite  late.  It  is  not  surprising,  therefore, 
that  a small  number  of  deaths  are  due  to  compli- 
cations of  pregnancy.  In  this  study,  there  was 
one  death  each  due  to  eclampsia,  rupture  of  an 
ectopic  pregnancy,  and  post-partum  hemorrhage 
resulting  in  pituitary  necrosis. 

Other 

There  was  one  death  each  from  anaphylactic 
reactions  to  intramuscular  penicillin  and  intra- 
venous sodium  pentothal.  One  death  was  due 
to  unexplained  adrenal  hemorrhage  and  one  to- 
tally unexplained  death  was  noted. 

The  causes  of  death  in  211  southwestern 
American  Indians  autopsied  between  1955 
and  1960  are  presented  and  briefly  analysed  in 
an  effort  to  construct  a pattern  of  diseases  in 
this  select  population.  Increasing  acceptance  of 
modern  medical  care  is  expected  to  alter  this 
pattern. 

An  appallingly  high  infant  death  rate  was 
found  with  28%  of  the  deaths  in  patients  under 
one  year  and  a younger  average  age  at  death  for 
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Figure  1:  “Phoenix  Area”:  Location  of  facilities  in 
four  states  which  refer  patients  to  the  Phoenix  Indian 
Hospital. 


Figure  2:  Autopsy  percentage  for  the  years  1955-1961 
at  the  Phoenix  Indian  Hospital. 


DISTRIBUTION  OF  PATIENTS  BY  SEX  AND  AGE  (211  CASES) 

Figure  3:  Distribution  by  age  group  and  sex  of  211 
patients  autopsied  at  the  Phoenix  Indian  Hospital  1955- 
1960. 


INDIAN  INFANTS 
HAVE  AN  APPALLING 
HIGH  DEATH  RATE 


INFANT  DEATHS  PER 
1,000  LIVE  BIRTHS 
(CALENDAR  YEAR  1959) 
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Figure  4:  Comparison  of  the  infant  death  rate,  ex- 
pressed as  the  number  of  children  who  die  during  the 
first  year  of  life  for  each  1000  live  births,  in  the  Phoenix 
Area  tribes,  all  U.S.  tribes,  and  the  total  U.S.  for  the 
vear  1959. 8 
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Figure  5:  Distribution  of  63  patients  with  biliary 
tract  disease  by  age  and  type  of  disease  present.  Au- 
topsied at  Phoenix  Indian  Hospital  1955-1960. 
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Figure  6:  Major  distribution  of  causes  of  death  in  211 
patients  autopsied  at  the  Phoenix  Indian  Hospital  1955- 
1960. 
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Figure  7:  List  of  three  leading  causes  of  death  by  age 
group  in  211  patients  autopsied  at  the  Phoenix  Indian 

Hospital  1955-1960. 


Indians  noted.  Infectious  diseases  were  primarily 
responsible  and  the  leading  cause  of  death  ( 39% ) 
for  the  entire  group  was  on  this  basis;  poor  san- 
itation and  limited  facilities  for  practicing  mod- 
ern hygiene  are  felt  to  be  the  main  contributory 
factors.  Other  leading  causes  of  death  were  no- 
ted to  be  due  to  cardiovascular  disease,  malig- 

7 O 


nant  neoplasms,  Laennec’s  cirrhosis,  accidents, 
and  congenital  and  neonatal  causes  (Figure  6). 

Beside  the  high  death  rate  from  infectious 
diseases,  some  other  unusual  patterns  were  no- 
ted. Rheumatic  heart  disease  was  found  to  be 
more  common  than  myocardial  infarction  and 
the  latter  was  almost  always  associated  with  ei- 
ther diabetes  mellitus,  common  in  this  popula- 
tion, or  essential  hypertension.  Nutritional  liver 
disease  due  to  ethanol  ingestion  was  a signifi- 
cant problem  and  an  increasing  one.  Biliary  tract 
disease  was  found  in  54%  of  adults  over  21  with  a 
7:3  ratio  of  females  to  males  and  the  factors  re- 
sponsible for  this  briefly  mentioned.  The  types 
of  neoplasms  found  in  this  population  are  listed 
and  briefly  discussed  with  emphasis  on  the  high 
number  of  biliary  tract  malignancies  and  the 
absence  of  lung  cancer. 

The  hazards  of  reservation  lifes  were  noted 
to  account  for  the  large  number  of  accidents  and 
slow  acceptance  of  modern  medical  care  for  the 
maternal  deaths.  Brief  mention  is  also  made  of 
the  types  and  number  of  deaths  due  to  other 
cardiovascular,  respiratory,  gastrointestinal,  neo- 
natal, congenital,  genitourinary  and  hematologi- 
cal diseases. 

Death  by  age  groups  revealed  infection  to  be 
the  leading  cause  through  age  40  and  in  some 
of  the  older  age  groups.  Cardiovascular  disease 
was  the  leading  cause  in  the  41-50  group  and 
cancer  in  the  61-70  and  81-90  groups.  Neonatal, 
congenital,  and  accidental  deaths  were  more 
common  in  the  young,  and  as  expected,  cancer 
and  cardiovascular  disease  in  the  older  age 
groups  (Figure  7). 
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Dr.  Breneman 


Five  Years  Experience  With 
Procaine-Steroid  Injections 

A Diagnostic-Therapeutic 
Tool  For  Patients  With 
Low  Back  Pain 

by 

James  C.  Breneman,  M.D. 


The  article  by  James  C.  Breneman,  M.D.  is  a worthwhile  article  since  it 
calls  attention  to  injecting  tender  trigger  points  in  the  hip  area  in  connec- 
tion with  low  back  pain.  Injecting  of  these  areas  certainly  is  helpful  in 
many  instances,  but  by  no  means  is  it  the  answer  to  the  low  back  problem. 
There  is  a great  deal  of  controversy  regarding  the  interpretation  of  the 
pain  around  the  sciatic  notch  area.  Some  of  this  pain  is  certainly  referred 
pain  from  higher  up  and  some  may  be  in  connection  with  local  spasm 
and  irritation  of  the  muscles  on  the  posterior  aspect  of  the  hip.  In  any 
event,  local  injections  of  trigger  points,  whether  in  the  hip  or  in  the  low 
back  area,  are  helpful  in  both  the  diagnosis  and  treatment  of  low  back 
pain,  and  it  is  for  this  reason  that  the  present  article  is  recommended 


for  reading. 


IN  1960  an  estimated  2,000,000  patient-visits 
were  made  to  physicians  because  of  a familiar 
group  of  symptoms  and  complaints  variously 
known  as  low  back  syndrome,  lumbago,  sciatica, 
herniated  disc  syndrome,  sacro-iliac  spasm  or 
strain,  and  no  doubt  other  names.  Life  Maga- 
zine, in  commenting  on  President  Kennedy’s  con- 
tinuing disability,  stated  that  about  20,000,000 
Americans  suffer  some  degree  of  disability  due 
to  low  back  pain  every  year.  In  addition  to  vast 
amounts  of  acute  and  chronic  human  suffering, 
this  disability  presents  a tremendous  economic 
problem.  Industry,  health  insurance  and  liability 
companies,  the  Veterans  Administration,  and 
compensation  boards  are  keenly  aware  of  this 
financial  burden.  Nearly  all  agree  it  is  the  major 
disease  expense  they  must  bear. 

It  is,  then,  disquieting  to  consider  the  present 
status  of  diagnosis  and  treatment  for  this  condi- 
tion, as  has  recently  been  so  well  done  by  Kelly.1 
“Before  1940,”  he  wrote,  “most  of  those  who 

Dr.  Breneman  is  from  the  Galesburg  Clinic,  Galesburg,  Michigan 


worked  on  the  disc  agreed  that  it  occurred  in 
something  like  one  per  cent  of  the  cases.”  Yet  to- 
day there  appears  to  be  an  almost  universal  be- 
lief that  95  per  cent  of  sciatic  pains  are  surgical 
problems  and  can  be  relieved  by  decompression 
of  nerve  roots,  “even  though  the  prolapsed-disc 
theory  has  never  been  proved.”  A disturbing 
statement  was  made  by  Lewin.2  After  careful  se- 
lection of  candidates  for  discectomy,  he  said, 
“Operation  on  a protruded  disc  is  followed  by 
good  to  fair  results  in  about  one-half  of  the  per- 
sons operated  on.”  And  re-operation  on  those 
with  poor  outcomes  has  been  disappointing  more 
often  than  not.3'4 

Diagnostic  inaccuracies  and  difficulties  have 
no  doubt  played  a big  role  in  the  unpredictable 
results  of  the  disc  surgery.  A detailed  history,  a 
complete  physical  and  neurological  examination, 
a lumbar  puncture  with  fluid  dynamic  studies, 
extensive  spine  x-rays,  several  weeks  of  traction 
and  bed  rest  as  a therapeutic  test,  and  a repeated 
spinal  puncture  with  the  injection  of  radiopaque 
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oil  intrathecally  to  contrast  an  intervertebral  de- 
formity — any  or  all  may  make  up  the  diagnostic 
study  to  determine  whether  or  not  a herniated 
disc  exists  and  a laminectomy  seems  indicated. 
After  undergoing  this  formidable  array  of  proce- 
dures a patient  should  be  entitled  to  a definite 
diagnosis,  a definite  indication  for  radical  ther- 
apy and  a definite  prognostic  probability.  The 
facts  indicate  that  the  aggregate  of  these  studies 
may  still  leave  the  exact  cause  of  the  syndrome 
in  doubt.  Certainly  the  likelihood  of  a discec- 
tomy relieving  the  symptoms  remains  too  un- 
certain to  be  considered  much  more  than  chance. 

What  is  obviously  needed  is  a diagnostic 
maneuver  which  is  harmless,  quick,  accu- 
rate, inexpensive,  simple  to  do,  and  which  re- 
quires no  complicated  equipment.  It  would  be 
desirable  that  it  is  applied  at  some  distance 
from  the  central  nervous  system  and  the  sciatic 
nerve.  If,  in  addition,  the  procedure  had  thera- 
peutic effect,  such  a nearly  ideal  maneuver 
would  certainly  be  a valuable  addition  to  medi- 
cal practice. 

It  is  the  purpose  of  this  paper  to  report  on 
such  a procedure  which  has  been  the  subject  of 
an  earlier  article:5  procaine-steroid  injections. 

Material 

Patients  with  symptoms  and  physical  findings 
suggesting  the  herniated  disc  syndrome  were 
given  a diagnostic  injection  of  2 per  cent  pro- 
caine into  the  peritrochanteric  area.  If  there 
was  significant  immediate  relief,  40  mgm.  or 
more  of  methylprednisolone  acetate  ( Depo- 
Medrol,  Upjohn)  was  immediately  instilled  into 
the  same  site  by  the  simple  device  of  changing 
syringes.  After  giving  over  1500  tandem  injec- 
tions of  this  type,  it  has  been  found  that  the 
usual  preparation  of  the  area  need  be  no  more 
complicated  than  to  swab  the  area  vigorously 
with  alcohol.  The  guilding  finger  is  the  index 
finger  of  the  left  hand  and  it  is  similarly  swabbed 
with  alcohol.  The  guiding  finger  is  the  index 
points  are  isolated  by  palpation.  Usually  a ten- 
der ridge  or  elevation  radiates  out  from  the 
trochanter  in  the  direction  of  the  muscle  fibres. 
As  a rule  this  elevation  points  from  the  trochan- 
ter directly  toward  the  area  of  most  severe  pain. 
It  is  noteworthy  that  the  areas  involved  are,  in 
normal  adults,  some  12  or  more  inches  from 
L 4-5,  and  several  inches  from  the  sciatic  nerve 
as  well. 


With  the  guiding  finger  on  the  spastic  area, 
a skin  wheal  of  procaine  is  made.  Then  a 
1/2  inch,  22  gauge  needle  is  advanced  down  into 
the  tender  area  while  continuing  to  inject  the 
procaine.  When  the  trigger  area  has  been  prop- 
erly infiltrated  it  will  usually  smooth  out  and 
become  non-tender;  in  spite  of  injecting  2 to  3 
cc.  of  procaine  into  the  already  elevated  area, 
it  will  sink.  Without  a doubt  this  phenomenon 


Diagram  shows  where  tender  swellings  are  usually  pal- 
pated. Shaded  areas  show  general  directions  of  spasm 
and  pain  radiation  from  the  area  of  the  greater  trochan- 
ter. Note  that  all  injection  areas  are  anatomically  four 
to  seven  inches  from  the  sciatic  nerve.  This  removes  any 
possibility  of  the  local  anesthetic  obscuring  any  serious 
central  nervous  system  disorder. 

Figure  courtesy  Current  Therapeutic  Research. 
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reflects  local  relaxation  of  a spastic  muscle  at- 
tachment. Injection  of  procaine  merely  removes 
the  spasm  temporarily.  The  ensuing  injection  of 
steroid  prolongs  this  spasmolysis. 

This  procedure  has  been  followed  in  240  pa- 
tients over  the  past  five  years.  Those  in  whom 
satisfactory  relief  was  achieved  have  been  symp- 
tom-free for  up  to  three  years.  Recurrences  are 
seen  rarely  after  the  first  six  months.  Another 
injection  may  be  given  for  each  recurrence. 

The  240  patients  in  this  five-year  study  ranged 
in  age  from  16  to  80  years  and  112  were  men. 
Because  of  bilateral  involvement  in  54  patients, 
a total  of  294  “sides”  were  studied.  As  may  be 
seen  in  the  following  tabulation,  the  generally 
accepted  criteria  for  diagnosis  of  the  disc  syn- 
drome were  fulfilled  in  all : 


Diagnostic  Criteria 

Number  of  Patients 

History  of  sudden  pain  following 

injury 

239 

Pain  of  low  back  and  sciatic 

nerve  distribution 

240 

Exaggeration  with  cough  or 

sneeze 

240 

Straight-leg-raising  test  positive 

240 

Spasm  L 4-5,  tenderness  or 

scoliosis 

240 

Tenderness  in  sciatic  notch 

238 

Sensory  change  — paresthesia 

226 

Motor  change— weakness,  atrophy 

222 

Reflex  changes  — decreased 

Achilles  tendon  reflex 

121 

Sixteen  had  acute  syndromes,  the  remainder 
chronic  ones  of  from  one  month  to  25  years’ 
duration.  Roentgenographic  abnormalities  of 
the  lumbosacral  area  were  described  in  60,  and 
myelograms  were  “positive'’  in  13,  Most  had 
been  treated  conservatively  over  the  months  or 
years  with  salicylates,  support,  heat,  and  physio- 
therapy but  11  had  submitted  to  a total  of  21 
surgical  procedures  without  relief.  In  the  sense 
that  these  varied  treatment  methods,  alone  or  in 
combination,  had  not  produced  real  improve- 
ment, each  patient  in  the  series  served  as  his 
own  control. 

Results 

The  response  pattern  in  these  patients  was 
remarkably  uniform.  The  procaine  - induced 
relief  of  pain,  muscle  spasm  and  pelvic  tilt  which 
was  regularly  seen  lasted  about  two  hours.  Then 
an  estimated  50  per  cent  of  the  discomfort  grad- 
dually  returned.  Over  the  next  18  to  24  hours 
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pain  and  disability  slowly  diminished  again,  pre- 
sumably as  the  microcrystals  of  corticosteroid 
dissolved  and  exerted  their  local  anti-inflamma- 
tory effect.  Usually  one  or  more  additional  treat- 
ments were  required  to  give  complete  and  en- 
during relief.  This  sequence  of  pain,  relief,  re- 
currence and  final  disappearance  was  consistent 
enough  to  serve  as  an  additional  clinical  control. 

If  a patient  could  return  to  his  former  job  and 
activity  with  comfort,  he  was  considered 
“cured,”  and  this  was  the  case  in  226  (94  per 
cent).  Fourteen  patients  had  some  transitory 
relief  but  still  had  significant  discomfort,  and 
were  not  “cured.”  For  most  of  these,  response 
to  the  first  injection  was  not  impressive  enough, 
in  their  opinion,  to  warrant  a second. 

No  significant  side  effects  attributable  to  the 
corticosteroid  were  noted  in  this  study,  even 
though  as  much  as  120  mg.  might  be  used  dur- 
ing one  set  of  infiltrations.  This  was  in  agree- 
ment with  the  reports  of  other  workers,8'7  and 
may  be  because  of  the  physical  characteristics 
of  methylpredisolone  acetate,  although  other 
repository  steroids  might  well  be  equally  ef- 
fective). The  microcrystals  presumably  form  a 
depot  at  the  site  of  injection  and  slowly  dissolve 
giving  intense  anti-inflammatory  effect  locally 
but  only  low  levels  in  the  general  body  fluids 
and  tissues.  The  local  effect  may  then  be  pro- 
longed. For  example,  the  steroid  was  recovered 
from  human  joint  fluid  aspirate  as  long  as  21 
days  after  40  mg.  had  been  injected.8 

Interpretation 

Man  is  musculoskeletally  a quadruped.  His 
evolution  to  biped  status  has  thrown  his 
entire  weight  onto  one  or  the  other  hip  joint 
with  every  step  he  takes.  This  joint  has  evolved 
from  a functional  position  perpendicular  to  the 
spine  to  one  in  line  with  it.  This  shift  in  position 
twists  the  inserting  muscles  into  interlacing  fans 
with  many  tendons  tightly  pulled  across  the 
greater  trochanter.  When  one  considers  the 
pounding  effect  of  walking  with  all  one’s  weight 
distributed  through  a single  joint,  serving  a 
function  for  which  it  was  not  originally  designed, 
it  is  amazing  that  this  vulnerable  mechanism 
does  not  break  down  more  often. 

Disorders  in  this  highly  evolutionzed  area  up- 
set muscle  balance  and  painful  spasm  follows. 
The  intimacy  of  the  muscles  about  the  hip  joint 
makes  it  likely  that  contiguous  muscles  and  con- 
nective tissue  structures  then  become  involved 
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in  this  same  pain-spasm  cycle.  Such  a painful 
reaction  could  extend  from  T-12,  where  some 
fibers  of  the  psoas  originate,  to  below  the  knee 
where  the  vastus  lateralis  inserts.  Involuntary 
sparing  of  a painful  hip  by  elevating  it  causes 
imbalance  in  weight  bearing,  inciting  the 
familiar  pelvic  tilt.  The  palpable  spasm  of  the 
erector  spinae  muscles  reflects  this  attempt  to 
elevate  the  affected  side.  And,  according  to  Wil- 
son,9 this  spasm  causes  pelvic  rotation  when  the 
straight-leg  raising  test  is  done,  “which  in  turn 
irritates  the  painful  spinal  structures  and  the 
spastic  sacrospinalis  muscles.” 

The  neurologic  findings  of  the  classical  disc 
syndrome  are  typically  those  of  lower  motor 
neuron  involvement:  weakness,  atrophy,  deep 
reflex  loss,  sensory  changes  and  pain  of  radicular 
distribution.  If  herniated  disc  material  between 
L 4-5  were  the  cause,  it  would  have  to  trap  and 
exert  pressure  against  the  loosely  suspended 
nerve  roots.  It  is  hard  to  conceive  how  the  herni- 
ated nucleus  pulposus  could  accomplish  this 
regularly  and  efficiently.  Furthermore,  in  the 
typical  syndrome,  several  spinal  nerve  segments 
are  involved  neurologically.  The  ankle  reflex  arc 
is  through  S 1 and  S 2,  for  example,  the  anterior 
tibial  motor  weakness  is  from  L 5,  S 1,  and  S 2, 
whereas  femoral  cutaneous  sensation  is  from  L 3. 
If  extruded  lumbar  disc  material  were  to  explain 
this  whole  picture,  it  would  have  to  compress 
selectively  each  of  these  nerve  roots  at  each  lev- 
el each  time,  an  unlikely  situation.  On  the  other 
hand,  if  only  one  segment  were  involved,  this 
would  be  in  favor  of  a central  nervous  system 
lesion. 

There  is  one  place, however,  where  all  these 
segments,  L 3 to  S 2 are  combined,  obviously 
vulnerable,  and  exposed  to  lower  motor  neuron 
involvement.  That  place  is  the  sciatic  nerve 
trunk  where  it  leaves  the  pelvis.  Only  in  this  lo- 
cation can  a single  lesion  cause  all  these  motor 
and  sensory  manifestations. 

| S THE  nerve  exists  from  the  pelvis,  it  may 
it  pass  below,  through  or  above  the  piriformis. 
In  10  per  cent  of  cases  the  muscle  splits  the 
nerve.  (The  remarkable  relationship  of  this  and 
other  nearby  structures  to  the  nerve  has  been 
the  subject  of  careful  anatomic  study.)9  Then,  as 
it  runs  down  the  leg  it  passes  under  the  gluteus 
maximus  and  over  the  gemelli  (superior  and  in- 
ferior), the  obturators  (external  and  internal), 
and  the  quadratus  femoris.  Disorders  of  these 


muscles  and  adjacent  fibrous  structures  involv- 
ing edema,  spasm  or  stretching  must  distort  the 
“sciatic  tunnel”  and  subject  the  entrapped  nerve 
to  abnormal  tension,  pressure  and  torque.10  Bur- 
sitis, synovitis,  capsulitis,  myositis,  arthritis,  isch- 
emia, even  fatigue  or  poor  posture  might  pro- 
duce this  inflammatory  distortion.  The  nerve 
trunk  is  a pain-sensitive  structure,11  so  once  be- 
gun, the  well  known  pain-spasm-pain  cycle 
would  operate  to  further  intensify  symptoms  and 
to  perpetuate  them. 

MOST  patients  with  the  syndrome  agree  that 
coughing  and  sneezing  are  much  more  likely 
to  aggravate  the  pain  than  constant  straining. 
This  is  untenably  explained  on  the  basis  of  sud- 
denly increased  intraspinal  pressure  against  the 
nurve  roots.  Astudy  of  the  hydrodynamics  of  cer- 
ebrospinal fluid  shows  that  the  greatest  increase 
of  spinal  fluid  pressure  is  produced  by  slowly  and 
continuously  increasing  intra-abdominal  pres- 
sure, e.g.,  forceful  straining.  Caughing  and 
sneezing  cause  almost  imperceptible  pressure  in- 
creases. These  acts,  do,  however,  inflict  terrific 
jolting  effects  on  the  spastic  muscles  of  the  low 
back  and  pelvis  and  may,  in  turn,  put  a sudden 
jerk  on  the  trapped  trunk  of  the  sciatic  nerve. 
The  variable  degrees  of  symptomatic  relief  ob- 
tained in  some  patients  by  bracing,  taping  the 
back,  or  from  spinal  fusion  may  be  because  of 
the  relative  immobilization  of  these  muscles.  If 
one  carefully  traces  out  the  painful  area  it  fre- 
quently corresponds  with  the  position  of  a par- 
ticular muscle  rather  than  the  distribution  of  a 
certain  nerve  trunk.  This  suggests  that  much  of 
the  pain  of  the  disc  syndrome  is  purely  peri- 
pheral muscle  spasm  with  no  neurogenic  factor 
superimposed.12 

The  remarkable  feature  about  the  muscles 
comprising  the  “sciatic  tunnel”  is  that  all  of 
them  radially  converge  toward,  and  are  attached 
to,  the  proximal  end  of  the  femur. 

Evidence  from  the  present  study  was  certainly 
convincing  enough  to  justify  full  concurrence 
with  the  opinion  of  Key  and  Conwell13  that 
“ . . . patients  with  low  back  pain  and  sciatica 
should  not  be  subjected  to  spinograms  and  in- 
traspinal operations  until  conservative  treatment 
has  failed  to  relieve  their  symptoms.”  To  the 
concept  of  “conservative  treatment,”  which  com- 
prises bed  rest,  analgesics,  muscle  relaxants  and 
physiotherapy,  repository  steroid  infiltration 
should  now  be  added. 
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Summary 

Patients  with  the  so-called  herniated  disc  syn- 
drome were  injected  and  reported  on  to  show: 

1.  There  are  sound  anatomic  reasons  for  focus- 
ing diagnostic  and  therapeutic  attention  on 
the  hip  rather  than  the  spine  in  this  condi- 
tion. The  one  point  at  which  all  neurologic 
components  of  the  syndrome  converge  is 
where  the  sciatic  nerve  leaves  the  pelvis.  The 
one  area  where  all  the  muscles  comprising 
the  “sciatic  tunnel"  meet  is  the  hip. 

2.  Inflammation  of  structures  around  the  greater 
femoral  trochanter  on  the  involved  side,  with 
spasm,  edema  and  pressure,  may  distort  the 
“sciatic  tunnel”  and  embarrass  the  pain-sen- 
sitive sciatic  nerve  trunk.  Typical  low  back 
pain  results. 

3.  Procaine  followed  by  repository  steroid  in- 
jection into  the  inflamed  structures  relaxes 
the  spasm,  decompresses  the  sciatic  nerve  and 
may  thus  relieve  “disc  syndrome”  pain  and 
disability. 

4.  Myelography  and  radical  surgery  should  not 
be  considered  until  conservative  measures, 
including  procaine-steroid  infiltration,  have 


been  used. 

5.  This  regimen,  using  one  to  12  injections  of 
repository  methylprednisolone  acetate  per  pa- 
tient, provided  prompt  and  lasting  relief  in 
226  (94  per  cent)  of  240  and  side  effects 
were  trivial. 
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When  you  recognize  depression  and  anxiety 
related  to  an  organic  condition 

- add  ‘Deprol’  to  your  therapy 

Typical  organic  conditions  in  which ‘Deprol’ 
helps  control  related  depression  and  anxiety: 

cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  ■ 
alcoholism  ■ obesity  ■ asthma,  hay  fever  and  related  allergies  ■ 
chronic  infectious  diseases  ■ dermatoses  ■ G.l.  disorders,  and 
many  other  debilitating  or  life-threatening  illnesses 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood 

of  the  depressed  patient  without  the  agitation  and  “jitters”  that  often 
accompany  “energizer”  therapy  alone. 

2.  ‘Deprol’  relaxes  physical  tensions,  restores  normal  sleep  and  revives 
interest  in  food. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  compatible  with  drugs  used  to  treat  co-existing 
organic  conditions. 

5.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 


Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tions: Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs.  Precautions: 
Should  administration  of  meprobamate  cause  drowsiness, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  increased  by  mepro- 
bamate. Although  suicides  with  'Deprol’  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 


patients  with  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Even  though  it 
has  not  been  reported  with  ‘Deprol’,  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishment  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied:  Light-pink,  scored  tablets 
Bottles  of  50. 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORIN’L 

POLYMYXIN  B-BAGITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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“If  food  makes  him  feel  good,  it  is  not  at  all  surprising  that  he 
will  turn  to  it  when  times  are  tough,  and  his  tension  mounts.”1 


ESKATROItTrademark 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and 
Compazine®  (brand  of  prochlorperazine), 
7.5  mg.,  as  the  maleate. 

SPANSULE* 

brand  of  sustained  release  capsules 


controls  appetite  all  day  long 
with  a single  morning  dose 

relieves  the  emotional  stress 
that  causes  overeating 


Brief  Summary  of  Principal  Side  Effects,  Cautions  and  Contraindications 

Side  effects  (chiefly  nervousness  and  insomnia)  are  infrequent,  and  usually  mild  and  transitory. 

Cautions:  ‘Eskatrol’  Spansule  capsules  should  be  used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or  extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or  neuromuscular  reactions  (extrapyramidal  symptoms) 
from  the  phenothiazine  component  in  ‘Eskatrol’  Spansule  capsules. 

Contraindications:  Hyperexcitability,  hyperthyroidism. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Supplied:  Bottles  of  50  capsules. 

1 . Dorfman,  W.,  and  Johnson,  D.:  Overweight  Is  Curable,  New  York,  The  Macmillan  Company,  1948,  p.  16. 
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NEW  ISSUE 

750,000  SHARES  COMMON 

(No  Par  Value) 

Offering  Price  $2.00  Per  Share 
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MEMORIAL 

PARK 


Eternal  Valley  Memorial  Park  has  been  serving 
the  Phoenix  area  for  two  years.  Current  de- 
mands require  an  expansion  program  to  in- 
clude: Administration  Building  Meditation 
Chapel,  Eternal  Fountain  to  be  erected  in  our 
existing  lake. 


MAIL  COUPON  TO: 

ETERNAL  VALLEY  MEMORIAL  PARK 

Mayer  Central  Bldg. 

3033  N.  Central  Ave. 

Phoenix,  Arizona 

I am  interested  in  learning  more  about  Eternal  Valley 
Memorial  Park  as  an  investment.  Your  representative  may 
call  to  explain  the  offer  fully.  I understand  there  is  no 
obligation  to  purchase. 

Name  


Addr 


I c 


State 


Phone  No. 


MOTHER  AN  OFFER  TO  SELL  NOR  A SOLICITATION 
OF  AM  'D’FFER  TO  BUY  THE  SECURITIES  DESCRIBED  HEREIN. 
THE  OFFERING  3S  MADE  ONLY  BY  THE  PROSPECTUS. 


Baptist  Medical  Center 


HOSPITAL  MEDICAL 
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Ralph  G.  Peterson,  D.D.S. 
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Edward  E.  Conn,  M.D. 

Willard  S.  Hunter,  M.D. 

PATHOLOGY 

Thomas  B.  Jarvis,  M.D. 

Fred  C.  Schoene,  M.D. 

PEDIATRICS 

Carl  A.  Holmes,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

PLASTIC  SURGERY 
Morris  Barton,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
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UROLOGIC  SURGERY 
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RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Joseph  Baranowski,  Counseling  and  Guidance 
Jeff  Blake,  Scottsdale  Dental  Lab 
Jean  Hoffman,  Reg.  Physical  Therapist 
Pharmacy 

Scottsdale  Opticians 

Now  Leasing  — Immediate  Occupancy 
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CR  4-1289  or  945-6694 
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THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY  j (\  DEPARTMENT  OF  RADIOLOGY 

MAURICE  ROSENTHAL,  M.D.  I | MARCY  L.  SUSSMAN,  M.D. 

GEORGE  SCHARF,  M.D. 

SEYMOUR  B.  SILVERMAN,  M.D. 

BLAND  GIDDINGS,  M.D. 

GERALDINE  PACE,  M.D. 

Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1 130  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 


Iflecfical  Center  K-Fiaif  and  Clinical  £a(n>ratcrif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 


R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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In  Sprains,  Strains  and  Muscle  Spasm, 1 2 3  4Soma’  Compound 


numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 

the  pain. 

2. A.P.C  compounds  have  limited  usefulness;  and 
toe  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 

make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both ‘Soma’  (carisoprodol)  and  acetophenet- 

idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound + Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

Sonuf  Compound+Codeine  j 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 

\^/®WALLACE  LABORATORIES  J Cr anbury,  N.J. 


CSO-9193 


The  Doctor’s  Visit,  Jan  Steen  1626-1679,  Mauritshuis,  The  Hague 


In  Diverticulosis  and  Diverticulitis . . . 


METAMUCIL' 


brand  of 

psyllium  hydrophilic  mucilloid 


4 ‘Diverticulosis  ...a  low-roughage  diet  is  advisable. ...  Constipation  is  avoided,  preferably  by 
the  daily  use  of  Metamucil. 


“Diverticulitis  Mild,  chronic  symptoms  of  diverticulitis,  such  as  diarrhea  or  flatulence  also  are 
treated1  by  low-roughage  diet,  adequate  fluid  intake  and  Metamucil.  . . .” 


Usual  Adult  Dosage:  One  rounded  teaspoonful  of  Metamucil  (or  one  packet  of  Instant 
Mix  Metamucil)  in  a glass  of  cool  liquid  one  to  three  times  daily. 

Metamucil  is  available  as  Metamucil  powder  in  containers  of  4,  8 and  16  ounces 
and  as  flavored  Instant  Mix  Metamucil  in  cartons  containing  16  and  30  single-dose 
packets. 

1.  Welch,  C.  E.,  Diverticula  of  the  Alimentary  Tract,  in  Conn,  H.  (editor): 
Current  Therapy— 1961,  Philadelphia,  W.  B.  Saunders  Company,  1961, 
pp.  224-225. 
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ARTHRALGEN 


helps  fre< 


ARTHRALGEN® 

Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 


Arthralgen,  a better-tolerated  analgesic  formula- 
tion of  time-tested  ingredients,  works  faster  to  free 
the  arthritic  from  his  pain  without  salicylate  side 
effects.  Since  its  analgesic  components  require 
no  chemical  conversion  to  act  in  the  body,  Ar- 
thralgen’s  pain  relieving  benefits  are  immediately 
available  to  provide  a smoother,  more  rapid  ob- 
tundation of  pain  than  can  be  achieved  with  many 
true  salicylates. 

Arthralgen  is  especially  useful  for  the  prompt 
relief  of  early  morning  stiffness  and  pain  with  less 
risk  of  gastric  irritation.  And  since  Arthralgen 
contains  no  sodium  it  is  safe  for  long-term  use  in 


arthritics  who  have  other  conditions  which  nece 


sitate  sodium  restriction. 

ARTHRALGEN®-PR 

Each  tablet  contains: 

Salicylamide 250  no 

Acetaminophen 250  it 

Ascorbic  acid  (Vitamin  C) 25  rr. 

Prednisone 1 rr 


The  basic  Arthralgen  formulation  plus  predr 
sone  is  indicated  for  patients  who  require  steroic 
Prednisone  has  three  advantages  over  cortisor 
hydrocortisone,  and  ACTH.  They  are:  (1)  lack 
sodium  retention,  (2)  absence  of  increased  potc 
si  urn  excretion,  and  (3)  the  unlikelihood  of  stero 1 
induced  hypertension.* 

BRIEF  SUMMARY 

Arthralgen  and  Arthralgen-PR  are  indicated 
the  management  of  rheumatoid  arthritis,  aci 
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irthritic  joints  from 


ty  arthritis,  rheumatoid  spondylitis,  osteoar- 
:is,  bursitis,  fibrositis,  and  neuritis.  Arthralgen 
' be  used  for  analgesia  in  colds,  flu,  and 
ous  myalgias. 

SAGE:  One  or  two  tablets  four  times  a day. 
?r  remission  of  symptoms,  dosage  should  be 
joed  to  the  minimum  maintenance  level. 

E EFFECTS:  Nausea,  Gl  upset,  or  mild  salicy- 
i may  rarelyoccur.  Symptomsof  hypercorticoid- 
dictate  reduction  of  dosage  of  Arthralgen-PR. 

ECAUTION:  Reduction  in  dosage  of  Arthral- 
i-PR  given  overa  long  period  should  be  gradual, 
'er  abrupt. 

NTRAINDICATIONS:  Plypersensitivity  to  any 
redient. 

with  any  drug  containing  prednisone,  Arthral- 
vPR  is  contraindicated,  or  should  be  adminis- 


tered only  with  care,  to  patients  with  peptic  ulcer, 
tuberculosis,  nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing’s  syndrome  (or  Cushing's 
disease),  overwhelming  spreading  (systemic)  in- 
fection, or  predisposition  to  thrombophlebitis. 

Arthralgen-PR  is  generally  contraindicated  in 
patients  with  uremia  and  viral  infections,  including 
poliomyelitis,  vaccinia,  ocular  herpes  simplex,  and 
fungus  infections  of  the  eye.  It  is  also  contraindi- 
cated in  patients  with  chicken  pox  or  susceptible 
persons  exposed  to  it. 

SUPPLY:  Arthralgen  (white,  scored)  and  Arthral- 
gen-PR (yellow,  scored)  tablets  are  available  in 
bottles  of  100  and  500. 

*Cohen,  et  al : J.A.M.A.,  165:225,  1957. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA 


September,  1964 
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A Word  To  The  Wise 

(KNOW  now  why 
there  are  no  sky- 
scrapers in  Russia!  In 
1962,  when  we  visited 
the  land  of  the  Sovi- 
ets, we  were  led  to 
believe  that  the  Rus- 
sian fiscal  potential 
could  not  support 
their  construction.  In 
our  naievete  we  could 
not  perceive  a kernel 
of  civil  defense  in 
this  simple  observa- 
tion. 

We  all  knew,  al- 
most  instinctively, 
that  the  Soviet  government  determines  the  site 
and  size  of  cities  and  industrial  plants.  Rut  we 
did  not  realize  that  this  is  done  on  a disbursed 
basis  with  defense  in  mind.  And  skyscrapers  are 
discouraged  for  the  same  reason;  and  large  parks 
beautiful  parks  — are  placed  between  apart- 
ment houses  to  lessen  the  effect  of  bomb  hits. 

Whether  you  have  been  there  or  not,  every- 
body knows  about  the  subways  in  Moscow  and 
Leningrad.  Beautiful,  huge,  and  deep,  and  su- 
perbly efficient.  So  deep  one  cannot  see  the  bot- 
tom from  the  entrance  ways;  so  deep  it  requires 
two  escalators  to  get  down.  “Something  about 
the  soil  characteristics,”  explained  our  Intourist 
guide,  while  we  occupied  ourselves  with  the 
impressive  murals.  But  I do  remember  the  mas- 
sive doors  at  the  entrances,  which  could  be 
closed  to  seal  off  the  subways  into  the  best  of 
shelters.  Civil  defense  again. 

What  I did  not  know  in  1962,  was  that  Russian 
civil  defense  planning  began  in  1931,  over  thirty 
years  ago,  and  is  now  oriented  to  withstand  the 
first  blow  and  still  being  able  to  retaliate.  Sounds 
familiar.  Just  like  our  military  — not  civil  de- 
fense — policy  with  SAC  bombers  airborne 
around  the  clock  to  insure  our  own  ability  to  re- 
taliate — after  the  first  blow. 

Remember  the  Russian  people  and  their  soil 
have  been  desecrated  and  devastated  by  foreign 
invaders  repeatedly.  Maybe  this  is  the  root  of 
our  own  ennui  in  the  area  of  civil  defense  — we 
haven’t  been  invaded  since  the  War  of  1812. 
Soviet  propaganda  has  convinced  the  Russian 


peoples  that  the  United  States  will  strike  the 
first  blow.  Unthinkable  to  us,  but  we  were  asked 
more  than  once  by  the  uncensored  man  on  the 
street  when  we  thought  the  U.S.A.  was  going  to 
start  the  next  war! 

Nor  did  I know  that  the  entire  Russian  civilian 
population  is  required  to  take  courses  in  civil 
defense  under  penalty  of  the  law;  some  sixty- 
four  hours  worth  up  to  the  present.  There  is  an 
emphasis  on  military  medicine  in  the  fel  dsher 
and  medical  school  curricula,  but  everyone,  doc- 
tors and  layman  alike,  must  be  prepared  in  all 
aspects  of  civil  defense. 

In  the  USSR  civil  defense  is  as  important  as 
military  defense.  In  the  USA  we  are  eminently 
strong  militarily.  What  about  our  civil  defense? 

Actually  there  is  no  special  virtue  in  com- 
paring and  contrasting  Russian  and  Ameri- 
can civil  defense  measures  and  attitudes.  There 
is  not  reason  to  emulate  them.  There  is  no  com- 
petition for  superiority  in  this  field.  It  is  a cost- 
ly business  — if  war  does  not  come  or  we  are 
not  invaded.  And  some  of  the  important  informa- 
tion is  admittedly  dry  material,  some  dangerous- 
ly philosophic  if  you  think  hard  enough.  But, 
dry  or  dangerous,  we  have  just  had  a prediction 
of  hot  war  in  Viet-Nam,  between  the  United 
States  and  Red  China  before  the  first  of  the 
year,  1965,  just  five  months  away!  And  Cambo- 
dia is  charging  chemical  warfare  across  her 
borders  with  sixty-five  human  deaths.  Saber 
rattling  has  become  an  accepted  way  of  diplo- 
matic life,  I know;  so  has  brinkmanship.  Maybe 
we  need  a hot  wire  to  Peking. 

But  why  all  the  talk  about  Russian  civil  de- 
fense? I stayed  over  in  San  Francisco  after  the 
AMA  meeting  and  attended  the  Interstate  Con- 
ference on  Disaster  Medical  Care  with  William 
Moore,  M.D.,  our  State  Commissioner  of  Health. 
I am  very  glad  that  he  and  I were  privileged  to 
attend.  It  was  certainly  worth  the  extra  day  and 
it  started  me  to  thinking  about  Russia  again  and 
more  particularly  the  war  posture  of  the  world. 

Russia  was  not  on  the  agenda;  neither  was 
civil  defense  actually.  The  latter  to  most  is  old 
hat,  passe,  boring,  even  unnecessary.  So  now  we 
call  it  disaster  medicine,  an  inclusive  term,  which 
is  more  acceptable  to  all,  what  with  earthquakes 
and  tidal  waves  and  fires  and  floods  close  to 
home.  But  we  did  learn  a little  bit  more  about 
war  in  the  nuclear  age  and  man’s  increased  po- 
tential for  insane,  almost  unspeakable,  brutality. 


Dr.  Brewer 


September,  1964 
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And  I can’t  remember  a single  allusion  to  bomb 
shelters  or  radio-active  fallout!  (For  these  I 
recommend  you  read,  or  browse  through,  “Strate- 
gy for  Survival,”  by  Martin  and  Latham  or 
“Mathematics  of  Death”  by  Kahn.) 

Cecil  Coggins,  M.D.  of  the  California  Disaster 
Office,  among  other  things,  did  discuss  bac- 
teriological warfare  briefly.  And  I hope  Earl 
Baker,  M.D.,  chairman  of  our  subcommittee  on 
disaster  medicine,  will  entice  him  to  Tucson  next 
year  for  our  annual  state  meeting.  He  presents  a 
fascinating,  awesome  story  well. 

In  one  simple  military  maneuver,  under  simu- 
lated war  conditions,  it  was  possible  to  kill,  yes 
kill,  one-half  the  population  of  one  of  our  large 
coastal  cities  with  no  noise,  no  indication  that  it 
was  happening,  undetectable  until  it  did  hap- 
pen. This  was  with  one  organism,  Pastuerella 
pestis,  The  Black  Death!  You  may  think  the  mor- 
tality mentioned  above  is  exaggerated,  but  it  is 
not.  Good,  solid  scientific  proof  is  available.  And 
this  is  only  one  bug!  There  is  a whole  list  of  pos- 
sibilities that  man  in  his  fiendish  moments  has 
drawn  up  and  experimented  with  and  standard- 
ized for  B\V,  bacteriological  warfare  — not  to 
mention  some  of  the  toxins,  which  most  of  us 
have  forgotten  about.  And  it  is  possible  to  devas- 
tate crops  and  fertile  farm  lands  for  slow  starva- 
tion of  our  country’s  defenders.  One  wonders 
whether  the  physicians  are  ready,  could  get 
ready,  to  carry  out  their  medical  duty  in  such  a 
situation  this  year  — or  next. 

After  lunch  we  got  down  to  a single,  specific 
disaster,  the  All  Hallows  Church  fire  in  San 
Francisco  last  May.  This  was  interesting,  this  was 
real  and  could  happen  to  us  in  privileged  Arizona 
with  our  relative  freedom  from  natural  disasters. 
Peter  Boudoures,  M.D.  of  the  St.  Luke’s  (San 
Francisco)  medical  staff  and  Mr.  Joseph  Zem, 
hospital  administrator,  took  turns  discussing  the 
problems  that  developed  when  thirty-five  major 
burns  landed  in  their  emergency  room  in  ten 
minutes  with  no  warning  at  11  PM  one  night. 
What  does  one  do  when  there  is  no  more  room, 
no  more  stretchers,  bandage,  morphine,  plasma, 
tracheostomy  tubes?  Who  pays  for  it;  $15,000  in 
th  ree  hours  in  St.  Luke’s  case. 

San  Francisco  had,  and  has,  a good  disaster 
plan.  As  a result  of  this  experience,  J.  William 
Conroy,  disaster  corps  director,  in  an  interview 
by  the  San  Francisco  Call  Bulletin  said,  “Civil 
defense,  with  emphasis  on  bomb  shelters  and 


escape  routes,  has  become  subordinate  to  the 
newer  aim:  to  be  prepared  for  castrophes  like 
that  in  the  church  hall.”  He  recognized  the  im- 
portance of  radio  communication  on  independent 
networks  by  medical  facilities,  both  public  and 
private.  Also  he  noted  that  their  St.  Luke’s  Hos- 
pital had  its  surgery,  recovery  room,  intensive 
care  and  central  supply  concentrated  on  one 
floor  permitting  the  fullest  use  of  the  most-need- 
ed facilities  with  the  least  motion.  Hospital  plan- 
ners take  note! 

What  do  we  need  in  Arizona  in  the  area  of 
disaster  medicine?  Several  things  as  I see  it. 
First  of  all,  each  of  us  needs  renewed  interest  in 
our  role  as  doctors  in  the  face  of  a castrophe, 
natural  or  man  made,  in  our  own  home  towns  — 
each  of  us,  not  just  the  members  of  our  county 
medical  disaster  committees.  We  need  to  meet, 
to  review  and  to  plan.  We  need  to  devote  time 
in  our  annual  state  meeting  to  think  beyond  our 
home  town  boundaries  to  the  borders  of  our 
state.  We  need  more  than  thirty  minutes  on  our 
program  for  one  interesting  speaker;  we  need  a 
whole  day  to  extend  our  knowledge  and  prepare 
ourselves  to  do  our  best  when  we  may  be  needed 
most. 

We  need  to  bring  our  friends  and  allies  in 
nursing  and  dentistry  and  veterinary  medicine 
and  pharmacy  and  optometry  into  our  discus- 
sions and  planning,  locally  and  state  wide  — 
under  the  aegis  of  ArMA,  not  OCD. 

We  need  Good  Samaritan  legislation,  not  nec- 
essarily the  same  as  that  which  failed  of  passage 
as  HB4  and  SB58  in  our  last  state  legislative  ses- 
sion. 

These,  I think,  were  good  bills  and  were  in- 
tended to  solve  a problem,  notwithstanding  the 
pros  and  cons,  legally  and  morally,  and  the  posi- 
tions of  the  AMA,  ACS  and  the  National  Safety 
Council.  The  Good  Samaritan  laws  of  some 
fourteen  states  for  the  most  part  deal  with  the 
licensed  physicians  in  those  states.  We  need 
legislation  to  include  those  in  training,  internes 
and  residents,  and  nurses  and  dentists  within 
Arizona  and  which,  most  importantly,  will  grant 
immunity  across  state  boundaries.  This  can  be 
done!  If  we  can  pay  for  education  across  state 
lines  under  the  WICHE  pact,  we  can  accept 
medical  help  from  our  sister  states  in  a catas- 
trophe — or  even  lend  them  some  of  ours  con- 
versely. And  our  legal  profession  today  can  do 
just  about  anything! 
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We  need  inter-state  disaster  pacts,  not  only 
covering  the  immunity  of  medical  personnel,  but 
the  use  of  material  across  state  boundaries.  The 
Office  of  Civilian  Defense  should  be  in  the  De- 
partment of  Public  Health.  Fortunately  for  Ari- 
zona, we  are  about  to  have  a full-time  Director 
for  Disaster  Medical  Care  Planning  in  our  De- 
partment of  Health.  We  need  a pact  that  will 
provide  liaison  with  California,  Nevada,  Utah 
and  New  Mexico,  at  least,  with  regard  to  unifi- 
cation of  plans,  terms,  legislation,  packaging  and 
communications  systems,  so  that,  in  the  event  of 
a natural  disaster,  no  time  will  be  lost  in  inter- 
preting state  laws,  rules  and  regulations  to  fit 
the  situation. 

We  need  to  urge  the  Armed  Forces  Commit- 
tee of  our  National  legislature  to  redefine  civil 
defense  so  as  to  include  peace-time  catastrophe 
as  well  as  military  attack.  This  would  cut  red 
tape  in  obtaining  permission  to  use  civilian  de- 
fense facilities  and  supplies  in  great  natural  dis- 
aster, as  is  presently  required.  (If  you  are  inter- 
ested, it’s  H.R.  8200.) 

Certainly  this  is  a lot  to  do.  Maybe  impossible. 
But  it  all  should  be  done. 

“We  who  are  wise,  must  not  require  too  many 
words  to  be  sufficiently  prepared.”  Chandler, 
Arizona,  May,  1964. 
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ANNUAL  MEETING-A  SUGGESTION 


«N  THE  final  morning  of  the  last  Arizona 
State  Medical  Association  Meeting  in  Chand- 
ler several  distinguished  guest  speakers  ad- 
dressed an  audience  of  approximately  twenty 
physicians,  or  less  than  two  per  cent  of  our 
membership.  That  same  afternoon  at  the  meet- 
ing of  the  Arizona  Ophthalmological  Society  in 
the  same  location  more  than  thirty-five  ophthal- 
mologists attended  a program  by  one  guest 
speaker.  This  attendance  represented  more  than 
eighty  per  cent  of  the  society  membership.  These 
ophthalmologists  indicated  that  attendance 
would  have  been  much  less  if  their  meeting  had 
been  held  as  a breakfast  or  luncheon  meeting. 

These  statistics  prompt  your  editor  to  suggest 
that  the  Scientific  Assembly  Committee  consider 
the  possibility  of  setting  aside  one  afternoon  in 
which  the  scientific  sessions  are  divided  into 
subsections  representing  various  specialty  groups 


and  a general  practice  group.  A member  of  the 
State  Association  who  was  not  a member  of  the 
of  the  specialty  or  general  practice  societies 
would  be  automatically  invited  to  attend  any 
of  these  meetings,  if  he  were  registered  at  the 
meeting.  A general  practitioner  could  attend  his 
sectional  group  or  he  might  wish  to  attend  a 
specialty  meeting  in  his  particular  field  of 
interest. 

The  American  College  of  Surgeons,  the  Inter- 
national College  of  Surgeons  and  the  American 
Medical  Association  divide  portions  of  their 
meetings  into  subsections.  To  divide  one  after- 
noon of  our  state  association  program  in  this 
manner  might  help  to  conquer  the  perennial  pest 
of  poor  attendance. 

Robert  F.  Lorenzen,  M.D. 

Editor 
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cepted for  publication.  Every  effort  will  be  made  to  return  un- 
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5.  The  Journal  reserves  the  right  to  edit  all  material. 

6.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 
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Medical  Association,  Inc.  The  opinions  of  the  Board  of  Directors  may  be  sought  in  the  published  proceedings  of  that  body. 
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in  OSironic  Illness:  B and  C vitamins  are  therapy 


An  imbalance  of  water-soluble  vitamins  and  chronic  illness  often  go  hand  in  hand. 
S7RESSCAPS,  containing  therapeutic  quantities  of  vitamins  B and  C,  is  formu- 
lated to  meet  the  increased  metabolic  demands  of  patients  with  physiologic  stress. 
In  chronic  illness,  as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  Bi  (ThiamineMononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B*  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults, 

1 capsule 

daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  “re- 
minder” jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


Editorials 


THE  MEDICAL  SOCIETY  OF  THE 
UNITED  STATES  AND  MEXICO 
...ITS  HISTORY 

by 

Robert  E.  Hastings,  M.D. 


SINCE  1964  marks  what  our  confreres  south  of 
the  border  have  designated  their  Century  of 
medicine,  it  seems  appropriate  to  recount,  brief- 
ly, the  history  of  the  Medical  Society  of  the 
United  States  and  Mexico.  This  Society  is  young 
and  relatively  new  — having  been  founded  in 
1957. 

The  Society  grew  out  of  numerous  conversa- 
tions between  a relatively  few  physicians  from 
Arizona,  Sonora,  Sinaloa  and  Jalisco  at  regional 
and  county  Society  meetings  in  Tucson,  Hermo- 
sillo,  Mazatlan  and  Guadalajara  over  a period 
of  years.  It  was  finally  decided  by  this  small 
nucleus  to  have  an  organizational  meeting,  and 
one  was  held  in  Tucson  on  November  24,  1956. 
Attending  were  some  forty  physicians  from  both 
sides  of  the  border.  Committees  were  selected  to 
draw  up  a constitution  and  proceed  with  mem- 
bership matters.  On  March  16-17,  1957  at  Hermo- 
sillo  the  “founder  group”  met  in  order  to  adopt 
the  constitution  and  by-laws.  At  that  meeting  it 
was  decided  that  the  objects  of  the  Society  would 
be: 

1.  To  unite  the  practicing  physicians  of  the 
U.S.  and  Mexico,  with  the  object  of  creating  a 
better  understanding  of  the  needs  in  medical 
problems. 

2.  To  promote  friendship  among  all  its  mem- 
bers. 


3.  To  cooperate  in  all  the  problems  related  to 
medical  education  and  the  practice  of  medicine, 
and  to  cooperate  with  Public  Health  authorities 
and  contribute  with  all  means  available  to  im- 
prove international  relations  between  both  coun- 
tries. 

The  first  meeting  of  the  Society  was  held  in 
Mazatlan  in  May,  1957,  the  second  in  Tucson  in 
December  1957.  Since  then  meetings  have  been 
held  annually  in  Guadalajara,  Scottsdale,  Guada- 
lajara, Hermosillo,  Tucson  and  in  1963  at  Guada- 
lajara. This  year’s  meeting  is  scheduled  for 
Scottsdale  December  9-12th.  At  each  of  the 
past  meetings  speakers  have  been  chosen  not 
only  from  the  membership  but  many  physicians 
of  international  repute  have  presented  papers  on 
subjects  of  mutual  interest  on  both  sides  of  the 
border.  The  official  organ  for  the  publication  of 
papers  presented  before  the  Society  is  the 
journal  Arizona  Medicine.  Membership  in  the 
Society  is  open  to  “any  physician  graduated  from 
an  officially  approved  medical  school,  who  is  li- 
censed to  practice  medicine  in  a state  of  either 
country.” 

Officers  of  the  Society  for  1964  are:  Dr.  R.  E. 
Hastings  of  Tucson,  President;  Dr.  Carlos  Tapia 
of  Hermosillo,  President-elect;  Dr.  Max  Lockie 
of  Buffalo,  New  York,  Vice-President;  Dr.  James 
Nauman  of  Tucson,  Secretary;  Dr.  Lucy  Vernetti 
of  Phoenix,  Treasurer. 
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RELIEVES  ANXIETY,  APPREHENSION  AND  TENSION. 


All  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


All  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPRO  SPAN-400 

(MEPROBAMATE  400  MG.  SUSTAINED  RELEASE) 


Simplified,  convenient  dosage  for  emotional  relief. 


Side  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 
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Operation  of  motor  vehicles  or  machinery  or  other  activity 
requiring  alertness  should  be  avoided  if  these  symptoms  are 
present.  Effects  of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack- 
age, and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 
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Editorials 


Dr.  Waldron 


Disaster  Medical  Care- 

Part  II 

by 

Carl  W.  Waldron,  M.D.,  D.D.S.,  F.A.C.S. 


HOSPITAL  disaster  plans  should  provide  for 
THREE  PHASES  of  disaster  conditions. 
PHASE  ONE  concerns  disaster  within  the  hospi- 
tal caused  by  fire,  explosions,  epidemics,  etc. 
PHASE  TWO  applies  to  extensive  local  diasaters 
resulting  from  any  cause  and  for  which  the 
hospital  is  expected  to  receive  and  care  for  many 
casualties  from  the  region  which  it  serves. 
PHASE  THREE  applies  to  national  disasters  re- 
sulting from  an  all-out  mass  attack  on  the  United 
States,  in  which  case  medical  facilities  will  func- 
tion under  the  direction  of  the  Department  of 
the  Army. 

Hospital  plans  have  ceitain  basic  provisions 
which  may  necessitate  some  changes  or  modifi- 
cation of  the  normal  organizational  structure  for 
the  usual  hospital  activities.  In  large  hospitals 
with  many  departments  and  clinical  services, 
specific  plans  and  subplans  are  indicated. 

The  American  Medical  Asssociation,  AMA, 
and  the  American  Hospital  Association,  APIA, 
will  assist  all  hospitals  in  their  disaster  planning. 
The  most  recent  publication  of  the  APIA,  “Check 
List  for  Hospital  Disaster  Planning”,  G217  1984, 
may  be  secured  at  no  charge  to  physicians  by 
writing  Mr.  Thomas  D.  Holman,  Secretary  of 
the  Committee  on  Disaster  Medical  Care,  Amer- 
ican Medical  Association,  535  North  Dearborn 
Street,  Chicago,  Illinois,  60610.  This  manual  pre- 
sents much  valuable  information  in  the  foreword 
and  in  the  preamble  to  the  check  list  proper 
which  was  reviewed  by  many  medical  societies 
and  hospitals  before  publication.  It  is  most  com- 
prehensive as  it  covers  sections  on  Basic  As- 
sumptions, General  Provisions,  Organization  for 
Disaster  Operations,  Headquarters,  Alerting, 
Activation  of  Plan,  Receipt  and  Control  of  Cas- 
ualties, Decontamination  Procedures,  Traffic 
Flow  and  Control,  Discharge  Procedures,  Con- 
solidation of  Patient  Areas,  Reallocation  of  Pa- 


tients to  Expanded  Bed  Areas,  Expansion  of 
Patient  Areas,  Evacuation  and  Survival  Plan- 
ning, Emergency  and  Reserve  Supply  Availa- 
bility, Maintenance  of  Physical  Plant,  Personnel 
Protection  and  Plant  Safety,  Internal  Communi- 
cations Systems,  Vertical  Transportation,  Food 
Service,  Sewage  and  Waste  Disposal  Control, 
Records  and  Record  Keeping,  Emergency 
Morgue  Facilities,  Public  Relations  and  Press 
Releases,  Personnel  Identification,  Orientation 
and  Disaster  Tarining,  Volunteers,  Liaison  with 
Civil  Defense  and  Other  Organizations,  Fre- 
quency of  Review  and  Evaluation  of  Existing 
Disaster  Plan. 

Many  of  the  items  to  be  checked  are  chiefly 
applicable  to  large  hospitals  but  the  considera- 
tion of  all  items  would  be  of  value  to  the  admin- 
istrator and  physician  coordinator  of  even  the 
smallest  of  hospitals.  Such  would  improve  its 
preparedness  for  disasters  and  improve  each 
phase  of  its  disaster  plan  to  assure  a greater  de- 
gree of  effectiveness  and  promote  sound  orderly 
action  for  activation  of  the  hospitals  to  any  de- 
gree of  emergency. 

Receiving  and  sorting  (Triage),  in  case  of 
large  scale  disasters,  must  be  staffed  by  physi- 
cians, nurses,  and  other  personnel  who  can  think 
and  act  promptly  and  be  governed  by  the  con- 
cept of  “the  greatest  good  for  the  greatest  num- 
ber”. The  magnitude  of  the  disaster  and  an  esti- 
mate of  the  number  of  injured  afforded  by  ade- 
quate communications  is  essential  for  the  best 
operation  of  the  Sorting  Area.  The  number  of 
seriously  injured  that  can  be  handled  in  a given 
period  of  time  will  affect  the  decisions  and  dis- 
position of  the  patients.  When  necessary,  con- 
sideration should  be  given  to  setting  up  a First 
Aid  Station  for  ambulatory  or  other  patients  with 
minor  conditions  in  a nearby  building.  This  will 
conserve  the  facilities  and  the  time  of  surgical 
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and  resuscitative  personnel  of  the  hospital  for 
the  care  of  critically  injured  who  have  a good 
change  of  survival  with  prompt  therapy. 

Sorting  decisions  may  require  changing 
during  the  course  of  the  emergency. 

The  basic  concepts  of  sorting  follow  the  pat- 
tern set  up  for  mass  casualties.  Persons  with  mi- 
nor injuries  or  burns  not  involving  the  hands, 
and  the  emotionally  disturbed,  do  not  require 
hospitalization.  Able  to  take  care  of  themselves, 
they  may  be  treated  as  out  patients  and  many 
may  be  put  to  work  if  helpers  are  needed  in  the 
disaster  situation. 

The  immediate  category  of  sorting  consists  of 
casualties  where  recovery  may  be  expected  with 
prompt  surgical  or  other  treatment  for  respi- 
tory  obstruction,  hemorrhage,  shock  and  a vari- 
ety of  injuries  not  requiring  lengthy  operative 
procedures. 

The  delayed  category  is  for  disaster  victims 
for  which  definitive  treatment  may  be  postponed 
without  danger  or  loss  of  life  or  limb. 

The  expectant  category  consists  of  casualties 
whose  recovery  is  most  unlikely,  particu- 
larly under  the  limitations  of  facilities  and  per- 


sonnel in  the  hospital  under  disaster  conditions. 
Such  patients  are  to  be  made  as  comfortable  as 
possible  in  the  hope  that  some  may  receive  de- 
finitive care  when  the  over-all  situation  im- 
proves. While  not  the  humanitarian  approach, 
it  is  the  proper  course  to  be  followed.  Early 
definitive  care  is  not  justified,  particularly  for 
patients  in  this  group  as  it  may  well  endanger 
the  lives  of  other  waiting  patients.  A sufficient 
number  of  clerks  should  be  assigned  to  the  sort- 
ing area  to  conserve  the  time  of  the  physicians 
and  nurses.  If  the  community  has  a welfare  de- 
partment, it  should  send  personnel  to  assist  in 
registration  and  identification  R & I of  disaster 
victims  and  make  preliminary  records  re  diag- 
nosis, disposition  with  entries  re  the  administra- 
tion of  narcotics,  tetanus  inoculations,  plasma 
etc.  etc.,  with  duplicate  entries  on  tags  to  be  at- 
tached to  the  patient.  After  sorting,  the  patients 
are  moved  to  designated  wards  or  sections  of  the 
hospitals  — in  large  hospitals  by  prearranged 
transfer  routes. 


Doctor  Waldron  recommends  the  reading  of  an  article  ap- 
pearing in  Vol.  189,  No.  4,  JOURNAL  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION,  entitled  “A  Hospital  in  a Disaster 
Area”  by  D.  V.  Langston,  M.D.  of  Anchorage,  Alaska. 
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THE  HOSPITAL  EMERGENCY  ROOM 

by 

W.  Herbert  Springall,  Jr. 


IN  a forthcoming  article1  an  emergency  room 
is  defined  as  “an  area  (probably  within  or  in 
close  proximity  to  the  outpatient  clinics)  where 
emergencies  can  be  treated  immediately,  admis- 
sions made  to  the  hospital,  or  referrals  made  to 
a clinic.” 

In  a publication  by  the  Hospital  and  Medical 
Facilities  Division  of  the  Department  of  Health, 
Education  and  Welfare,  it  is  expected  that  the 
emergency  services  unit  will  be  defined  as  a 
“clinic  of  the  outpatient  division  where  services 
are  rendered  to  outpatients  in  the  diagnosis  or 
treatment  of  conditions  determined  clinically, 
or  considered  by  the  patient  (or  his  representa- 
tive) as  requiring  immediate  physician,  dentist, 
or  allied  services.”2 

The  phrase  “or  considered  by  the  patient  (or 
his  representative)  as  requiring  immediate  phy- 
sician, dentist  or  allied  services”  is  noteworthy 
and,  indeed,  leaves  the  way  open  for  unlimited 
emergency  room  services.  “.  . . To  the  public’s 
way  of  thinking,  any  illness  is  an  emergency, 
and  there’s  always  a doctor  at  the  emergency 
department.”3 

Public  attitude  toward  the  hospital  is  chang- 
ing. “Physicians,  faced  with  more  patients  re- 
quiring more  care,  are  referring  patients  to  the 
hospital  for  care.”  This  trend,  resulting  from 
increased  population  and  the  need  for  compli- 
cated and  expensive  equipment  not  available  in 
the  physician’s  private  office,  ha:S^'caused  a 
transference  of  some  of  the  charismatic  quality, 
once  attributed  only  to  the  physician,  to  the 
hospital. 

Third  party  payers  have  had  a hand  in  pro- 
moting the  trend  also.  In  many  instances  third 

Mr.  W.  Herbert  Springall,  Jr.,  is  an  Administrative  Resident 
at  the  Tucson  Medical  Center,  Tucson,  Arizona 


party  payers  will  pay  their  share  of  the  cost  of 
care  only  if  that  care  is  received  in  or  from 
the  hospital.  This  one  fact  alone  has  promoted 
the  public  attitude  that  the  hospital  is  consid- 
ered the  authority  on  care  by  those  in  whom 
the  public  has  placed  its  trust  to  choose  sources 
of  care.  Probably  the  most  significant  demonstra- 
tion of  this  change  in  public  attitude  is  the  use 
of  hospital  emergency  rooms. 

Hospital  emergency  rooms  were  first  estab- 
lished as  accident  rooms.  They  were  the  source 
of  care  for  immediate  emergent  cases.  Today, 
only  20%  to  40%  of  all  cases  seen  in  the  emer- 
gency room  are  of  this  nature.  The  remaining 
60%  to  80%  arrive  as  a result  of  one  or  several 
factors  not  necessarily  related  to  emergent 
conditions.4 

The  physician  may  direct  the  patient  to  meet 
him  in  the  emergency  room  because  of  the  avail- 
ability of  equipment  or  consultation  not  avail- 
able elsewhere,  or  because  the  third  party  payer 
will  pay  only  if  the  patient  is  seen  in  the  hospital, 
or  because  the  physician  suspects  admission  to 
the  hospital  will  be  necessary  and  it  is  more 
convenient  to  get  together  with  the  patient  at 
the  hospital. 

On  the  other  hand,  the  patient,  having  learned 
to  think  that  the  hospital  is  a substitute  for  the 
physician,  will  come  directly  to  the  emergency 
room  for  care  rather  than  to  the  physician;  in 
many  of  these  cases  the  patient  does  not  have 
a personal  physician,  or  his  personal  physician 
is  not  available.5  We  find,  then,  that  the  need 
has  evolved  for  diagnosis  and  treatment  in  both 
immediate  physical  and  emotional  trauma  and 
other  non-emergent  clinical  cases. 

Mention  might  be  made  of  the  legality  of 
emergency  services.  Mr.  Walter  Cheiftez,  legal 
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counsel  for  the  Arizona  Hospital  Association, 
states  in  his  Introduction  to  the  Association’s 
Consent  Manual  . . . “We  share  the  belief  of 
James  E.  Ludlam,  distinguished  counsel  for  the 
California  Hospital  Association,  that  basically 
the  hospital  is  established  to  serve  the  needs  of 
the  citizens  of  this  state,  and  when  a decision 
is  in  doubt,  the  decision  should  be  in  favor 
of  giving  service.”6  Similar  thinking  seems  to 
occur  frequently  in  legal  opinion  and  decisions, 
and  is  very  apparent  where  patient  consent  to 
treatment  under  emergency  conditions  is  re- 
quired; in  such  cases  the  law  in  both  California 
and  Arizona  holds  that  consent  is  implied  when 
the  patient  or  his  reprsentative  is  unable  to  give 
it.  This  law,  although  it  does  not  command 
treatment,  is  permissive  and  seems  to  assume 
that  the  desire,  if  not  the  obligation,  is  to  give 
treatment. 

Since  most  emergency  rooms  are  now,  or  will 
become,  clinical  areas  where  initial  diagnosis, 
treatment,  and/or  referral  will  be  given  to  all 
cases  arriving  there,  they  should  be  adequately 
staffed  to  render  or  secure  services  for  the 
expected  case  load  over  each  twenty-four-hour 
period.  This  means  there  must  be  a competent 
group  of  hospital  nurses  and  ancillary  personnel 
present  or  on  call  in  addition  to  physician 
services.  Nurse,  receptionist,  orderly,  and  labora- 
tory and  X-ray  technician  services  do  not  seem 
hard  to  obtain  in  support  of  the  emergency 
room.  It  is  adequate  physician  coverage  of  the 
hospital  emergency  room  which  most  often 
creates  staffing  problems.  I believe  that  any 
physician  given,  or  assuming,  categorical  respon- 
sibility for  general  diagnosis,  treatment,  and 
referral  of  patients  arriving  at  the  hospital 
emergency  room  should  be  competent  to  recog- 
nize and  treat  a wide  variety  of  physical  and 
emotional  problems. 
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Hospital  Planning,  New  York,  August  25,  1963) 


3.  Abbott,  Y.  C.:  “Attending  Doctors  Staff  Emergency  Room,’1 
MODERN  HOSPITAL  98:77,  June  1962. 

4.  Muller,  Jonas  M.,  M.D.:  “What  Is  An  Emergency  Room?” 
(Medical  World  News:  Vol.  4,  No.  16,  Aug.  2,  1963)  P.73. 
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In  your  busy  night-and-day 
preoccupation  with  other 
people’s  lives,  it  is  very  diffi- 
cult for  you  to  find  time  to 
think  about  your  own  future. 

Yet  face  it  you  must  for  the 
sake  of  your  family. 

We  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical  pro- 
fession, and  arrange  for  a visit 
— with  your  lawyer  — to  our 
Trust  Department. 

Discuss  your  estate  plans  in 
detail.  Let  an  experienced 
Trust  Officer  show  you  how  the 
group-judgment  of  specialists 
in  the  Trust  field  will  insure 
your  estate  being  handled 
soundly,  economically  — and 
to  the  letter  of  your  Will. 
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TRUST  DEPARTMENT 


RESOURCES  $900  MILLION 

MEMBER  FEDERAL  DEPOSIT  INSURANCE  CORPORATION 
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Wonderful ...  haven’t  had  opening  in  both  nostrils  for  years”* 

(clearly  decongested  with  Dimetapp) 


Dimetapp  lets  your  "stuffed-up”  patients  breathe  easy  again. 
Each  long-acting  Extentab  works  hard  for  up  to  10-12  hours 
clearing  away  stuffiness,  turning  off  the  drip,  and  unplugging 
congestion  that  accompanies  upper  respiratory  conditions. 
Yet,  patients  seldom  experience  drowsiness  or  overstimu- 
lation. (A  key  to  success:  the  Dimetapp  formula.)  Now 
that  the  “stuffy”  season  is  here,  keep  dependable  Dimetapp 
Extentabs  on  tap.  They  get  the  job  done. 


FOR  NASAL  DECONGESTION  UP  TO  10-12  HOURS'  CLEAR 
IN  SINUSITIS,  COLDS,  U.R.I.  BREATHING  ON  ONE  TABLET 


(Dimetane®[brompheniramine  maleate],  12 mg.;  Phenylephrine  HCI,  15mg, 
Phenylpropanolamine  HCI,  15  mg.) 


brief  summary:  Indications:  Dime- 
tapp reduces  nasal  secretions,  con- 
gestion, and  postnasal  drip  for 
symptomatic  relief  of  colds,  U.R.I., 
sinusitis,  and  rhinitis.  Side  Effects: 
In  high  dosages,  occasional  drows- 
iness due  to  the  antihistamine  or 
CNS  stimulation  due  to  the  sym- 
pathomimetics  may  be  observed. 
Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiac  or 
peripheral  vascular  diseases  and 
hypertension.  Contraindications: 
Antihistamine  sensitivity.  Not  recom- 
mended for  use  during  pregnancy. 
♦Clinical  report  on  file,  Medical  Depart- 
ment, A.  H.  Robins  Co.,  Inc. 

A.  H.  ROBINS  CO..  INC.,  RICHMOND  20,  VA. 
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Charles  Jones  Newcomb,  known  as  “Chuck” 
to  his  many  friends,  was  born  on  November  16, 
1905,  in  Kansas.  Shortly  thereafter  his  family 
moved  to  Waupun,  Wisconsin,  where  he  resided 
during  his  youth. 

He  received  his  B.A.  and  M.D.  degrees  at  the 
University  of  Wisconsin,  interned  at  City  Hospi- 
tal in  St.  Louis  and  had  his  specialty  training  at 
Chicago  Lying-In  Hospital. 

Prior  to  World  War  II  he  practiced  obstetrics 
and  gynecology  in  Milwaukee.  In  1942  he  joined 
the  U.  S.  Navy  and  was  discharged  in  1946  with 
the  rank  of  Lieutenant  Commander.  Following 
his  release  from  military  service,  he  came  to 
Tucson  to  practice. 

Highly  respected  by  the  profession,  he  had 
served  as  Chief  of  Staff  at  Tucson  Medical  Cen- 
ter and  at  the  time  of  his  death  was  a member 
of  the  Advisory  Board  at  St.  Joseph’s  Hospital. 
He  was  instrumental  in  founding  the  Southwest 
Obstetrics  and  Gynecology  Society  and  the  Tuc- 
son Obstetrical  and  Gynecology  Society,  and 
was  a past  president  of  both  organizations. 


Among  his  other  specialty  organizations  were 
the  Central  Association  of  Obstetricians  and 
Gynecologists,  thet  American  College  of  Ob- 
stetrics and  Gynecology,  of  which  he  was  a 
Founding  Fellow,  and  the  American  College  of 
Surgeons. 

Doctor  Newcomb  gave  unstintingly  of  his 
time  and  resources  to  many  worthwhile  commun- 
ity projects.  His  high  professional  standards  and 
many  acts  of  personal  kindness  will  live  long  in 
the  memories  of  his  colleagues  and  patients. 

On  June  23,  1964,  after  a usual  day  of  seeing 
patients,  death  came  quietly  while  he  was  sitting 
by  his  swimming  pool.  He  was  a victim  of  heart 
disease. 

He  is  survived  by  his  wife,  Margaret;  two 
sons,  Ensign  Charles  S.  Newcomb,  USCG,  of 
Port  Arthur,  Texas,  and  Barringer  Newcomb  of 
Oakland,  California;  a daughter,  Mrs.  Lee  New- 
comb Spooner  and  a grandson,  Peter  Spooner, 
both  of  Tucson.  His  mother,  Mrs.  Dorothy  New- 
comb, and  a sister,  Mrs.  George  Clark,  live  in 
Waupun,  Wisconsin. 
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In  Memoriam 


“In  the  death  of  Dr.  F.  W.  Goodwin,  another 
pioneer  of  Arizona  passes  to  the  other  shore,  after 
a frontier  life  of  over  a quarter  of  a century, 
spent  in  the  conquest  of  Arizona  to  civilization. 
Only  a few  years  more  and  the  last  of  the  old 
pioneers  will  be  called  to  rest.  The  work  which 
has  been  done  wresting  Arizona  from  the  con- 
trol of  savagery  in  the  interest  of  American  civ- 
ilization will  soon  be  forgotten  for  the  greater 
part  of  their  work  is  a sealed  book  known  only 
to  the  pioneers  and  which  passes  away  with 
them.  If  the  mountain,  the  plain  and  the  canyon 
could  speak  of  heroic  deeds  the  pioneers  might 
be  given  to  posterity;  but  it  is  not  thus  and  the 
heroism  and  the  hero  passes  into  forgetfulness 
together.” 

This  obituary  was  published  in  the  Arizona 
Daily  Star  in  1892  and  could  well  apply  to  the 
death  that  occurred  June  22,  1964,  in  Pomona, 
California  when  Arizona  lost  its  oldest  pioneer 
physician,  Dr.  John  E.  Bacon.  Dr.  Bacon’s 
Arizona  medical  license  was  No.  4 and  was  is- 
sued the  first  day  Arizona  issued  medical  li- 
censes (1903). 

Dr.  Bacon  was  born  March  1,  1869  in  Bloss- 
burg,  Pennsylvania.  His  father  was  also  a doctor 


and  to  quote  my  friend,  Dr.  Bacon,  “a  darn  good 
one  too!” 

Doctor  graduated  from  the  School  of  Medi- 
cine of  the  University  of  Pennsylvania  in  1892. 
For  a short  while  he  practiced  in  Pennsylvania 
where  he  performed  one  of  his  first  appendec- 
tomies. It  is  interesting  to  note  that  seventy  years 
later  the  patient  is  still  alive,  retired  and  resid- 
ing in  Pennsylvania. 

Approximately  1898,  when  he  was  an  officer 
in  the  United  States  Army  and  was  stationed  at 
Fort  Grant,  he  witnessed  what  he  considered, 
and  it  no  doubt  was,  the  last  round  up  and  re- 
bellion of  the  Indians.  The  reason  for  the  rebel- 
lion was  that  several  army  privates  molested  and 
killed  some  Indian  women.  The  Indian  braves 
sent  messengers  to  cover  the  countryside  and  to 
inform  the  other  Indians  of  the  outrage.  In  no 
time  at  all  several  thousand  Indians  collected 
outside  Fort  Grant  and  camped  until  after  the 
men’s  trial  was  ended  and  the  men  were  sen- 
tenced to  serve  time  at  Fort  Leavenworth,  Kan- 
sas. 

After  leaving  the  service  Dr.  Bacon  practiced 
for  a few  years  in  Tombstone  where  he  operated 
the  Cochise  County  Hospital  and  served  out- 
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laws  as  well  as  the  Arizona  Rangers. 

During  the  early  years  of  Arizona’s  medical 
history  the  followers  of  Lister  were  few.  Even  in 
the  larger  cities  like  Phoenix  and  Tucson,  asep- 
sis was  seldom  practiced.  However  Dr.  Bacon 
was  a firm  believer  in  Lister’s  teachings  and  in 
spite  of  the  difficulties  involved  he  practiced 
asepsis  at  Fort  Grant,  Tombstone  and  Miami. 

In  1910  he  founded  the  Miami  Inspiration 
Hospital  located  in  Miami  and  was  their  chief 
surgeon  for  thirty  years.  While  there  he  was 
active  in  community  affairs  and  served  one  term 
as  State  Senator.  He  was  President  of  the  South- 
western Medical  Association  and  was  one  of  its 
organizers.  He  was  a charter  member  of  the  Fel- 
low American  College  of  Surgeons.  For  25  years 
he  was  Arizona’s  chairman  of  the  organization’s 
Credentials  Committee.  He  was  also  a member 
of  the  50  Year  Club. 

Probably  one  of  the  biggest  years  for  Dr.  Ba- 
con was  1912.  That  year  Arizona  became  a state 
and  he  became  the  President  of  the  Arizona 
Medical  Association.  That  year  the  Arizona  Med- 
ical Association  started  publication  of  a medical 
journel  entitled  Arizona  Medico 1 Journal.  That 
year  he  started  using  spinal  anaesthesia. 

In  1940  Doctor  retired  from  Miami’s  Inspira- 
tion Hospital  at  71  years  of  age  and  moved  to 
San  Marino,  California.  For  several  years  he 
served  in  an  advisory  capacity  at  the  Huntington 
Memorial  Hospital  in  Pasadena. 

In  1949  Doctor  moved  to  Pomona  and  lived 
with  his  daughter  and  son-in-law,  Mr.  and  Mrs. 
Maurice  O’Connor  and  their  daughter,  Ann.  He 
is  also  survived  by  a son,  John  E.  Bacon,  Jr.,  and 
two  grandsons,  John  and  Robert  of  San  Mateo, 
California. 

In  1962  on  his  93rd  birthday  Dr.  Bacon  was 
awarded  a certificate  from  the  School  of  Medi- 
cine of  the  University  of  Pennsylvania  as  a “Dis- 
tinguished Senior  Alumnus.”  The  certificate 
reads: 

“In  commendation  for  the  many  years  of 
skilled  and  dedicated  service  he  (Dr.  Bacon)  has 
given  to  humanity  and  his  profession. 

“In  acknowledgement  of  the  esteem  in  which 
he  is  held  by  his  colleagues  and  associates. 

In  gratitude  for  the  contribution  he  has  made 
toward  advancing  the  prestige  of  his  alma  mater, 
historically  distinguished  as  the  nation’s  first 
school  of  medicine,  professionally  distinguished 
by  its  hreitage  of  outstanding  alumni.” 

Audrey  D.  Stevens. 


■ PETN  (pentaerythritol  tetranitrate)  to  in- 
crease oxygen  supply 

■ plus  meprobamate  to  decrease  anxiety  and 
tension 


Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  not  cause  depression. 

Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
headache,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions:  Me- 
probamate may  increase  effects  of  excessive 
alcohol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘Miltrate’  should  be  given  with  caution  in 
glaucoma.  Complete  product  information 
available  in  the  product  package,  and  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 

CM  L-  1055 


MILTRATE' 

meprobamate  200  mg.  + pentaerythritol  tetranitrate  10  mg. 


\¥/®WALLACE  LABORATORIES /Cranbury,  N.  J. 
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MEXICO  MARKS  CENTURY 
OF  MEDICINE 

At  centennial  congress,  MDs  review  progress 
tailored  to  fit  nation's  special  health  problems 

O doctor  has  been  lynched  in  Mexico  for  25 
years. 

During  the  late  1930’s,  when  the  Mexican  gov- 
ernment began  sending  young  physicians  into 
remote  jungle  and  mountain  areas,  it  was  almost 
commonplace  for  them  to  be  mobbed,  stoned, 
and  even  literally  crucified  by  superstitious  In- 
dian villagers,  usually  at  the  instigation  of  local 
curanderos  (witch  doctors). 

The  contrast  today  is  striking.  Early  this 
month,  a week-long  congress  in  Mexico  City 
celebrated  the  100th  anniversary  of  the  Mexican 
Asademy  of  Medicine,  now  headed  by  famed 
cardiologist  Demetrio  Sodi  Pallares.  As  the  con- 
gress met,  assembled  Mexican  doctors  could 
point  with  pride  to  truly  vast  accomplishments. 

In  a nation  that  less  than  40  years  ago  emerged 
from  centuries  of  war,  revolution,  poverty,  and 
abysmal  ignorance,  they  have  established  a broad 
system  of  quality  medical  care.  A host  of  en- 
demic and  epidemic  diseases  have  been  brought 
under  control.  Illiterate  peasants  and  jungle  In- 
dians have  been  taught  basic  sanitation,  nutri- 
tion, and  public-health  measures.  And  Mexico’s 
medical  schools,  clinical  practice,  and  research 
serve  as  a model  for  all  of  Latin  America  and 
other  developing  areas. 

When  the  Academy  of  Medicine  was  first 
formed  on  April  19,  1864,  its  organizers  consisted 
of  ten  Mexican  physicians  and  seven  foreigners. 
The  proportion  was  representative.  Then,  and 
for  many  years  to  come,  there  were  nearly  as 
many  foreign  doctors  in  the  country  as  native- 
born  ones— and  the  majority  of  the  native  MDs 
were  educated  abroad. 

Today,  Mexico  has  28,000  physicians,  one  third 
of  all  the  doctors  in  Latin  America.  With  a pop- 
ulation of  38  million,  it  has  the  highest  doctor- 
patient  ratio  of  any  country  south  of  the  Rio 
Grande.  And,  with  few  exceptions,  Mexico’s  doc- 
tors are  native-born  and  native-educated. 

The  medical  schooling  and  conditions  of  prac- 
tice offer  some  interesting  comparisons  with  the 
U.S.  For  instance,  there  are  no  private  medical 
schools  in  the  country.  But  the  student  seeking 
an  M.D.  degree  can  choose  from  among  public 


Reprints 

medical  colleges  in  19  of  the  republic’s  29  states. 
The  oldest  of  these  is  in  Merida,  Yucatan,  and 
dates  back  to  1838.  The  newest,  in  Torreon,  Coa- 
huila,  is  barely  three  years  old. 

Curriculum  Is  Hemisphere  Model 

All  18  schools  follow  a standard  curriculum, 
based  on  that  of  the  University  of  Monterrey. 
This  pilot  college,  which  is  the  seat  of  the  Mexi- 
can and  Latin  American  Associations  of  Medical 
Faculties,  also  sets  the  pattern  for  all  medical 
schools  in  the  Wesetern  Hemisphere  outside  the 
U.S.  and  Canada. 

Students  entering  a medical  college  must  have 
completed  three  years  of  pre-med  studies.  The 
professional  curriculum  lasts  five  years,  followed 
by  a year  of  interneship,  usually  at  the  univer- 
sity hospital.  To  assure  continuity,  heads  of  de- 
partments at  the  medical  schools  also  act  as 
chiefs  of  the  respective  services  in  the  attached 
hospital. 

The  cost  of  a medical  education  in  Mexico  is 
estimated  at  about  $4,000.  Of  this,  the  state  gov- 
ernment contributes  an  average  of  80%,  depend- 
ing on  the  student’s  scholastic  qualifications  and 
financial  means. 

But  the  state  exacts  a return  for  its  subsidy. 
The  Mexican  medical  student  does  not  receive 
his  M.D.  on  graduation,  or  even  after  his  intern- 
ship. Before  becoming  a licensed  physican,  he 
must  serve  six  months,  with  only  token  payment, 
as  a member  of  a Servicio  Social  health  team,  as- 
signed to  provide  free  medical  care  and  health 
education  in  one  of  the  country’s  rural  or  subur- 
ban districts. 

IN  many  ways,  the  Servicio  Social  system  is  the 
keystone  of  Mexican  medicine,  according  to 
Dr.  Ruben  Mangas,  a gerontologist  on  the  staff 
of  the  Federal  Health  and  Welfare  Department. 
“The  Servicio  provides  medical  care  for  the 
large  proportion  of  Mexicans  who  are  unsalaried 
and  not  covered  by  health  insurance,”  he  says. 
“At  the  same  time,  it  gives  our  young  doctors 
first-hand  experience  with  the  nation’s  health 
needs,  and  forges  their  professional  orientation. 

“We  graduate  1,200  new  doctors  every  year. 
What  they  will  do  with  their  knowledge  is  large- 
ly determiend  by  their  apprenticeship  in  the 
Servicio  Social.” 

Most  fledgling  doctors  are  assigned  to  medi- 
cal brigadas  in  remote  jungle,  mountain,  or  des- 
ert areas.  In  addition  to  the  physician-in-training, 
each  brigada  consists  of  an  experienced  doctor, 
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a hygienist,  and  four  nurses.  The  team  is  gener- 
ally based  in  a rural  clinic,  containing  a simple 
surgery,  three  beds,  a pharmacy,  and  facilities 
for  a mothers’  club,  where  maternity  and  child 
care  are  taught. 

BUT  the  bulk  of  a brigades  operation  is  in  the 
field.  Each  team  makes  regular  rounds  of  its 
territory,  which  may  include  hundreds  of  square 
miles,  visiting  hamlets,  villages,  and  outlying 
ranchos.  Frequently,  the  brigada  must  travel  by 
jeep,  muleback  or  on  foot.  In  jungle  areas,  heli- 
copters are  used.  For  isolated  villages  along  the 
banks  of  rivers,  the  rural  clinic  is  installed  aboard 
a boat. 

Aside  from  routine  medical  problems,  the 
work  of  the  medical  teams  is  complicated  by 
fantastic  difficulties  in  communication.  In  many 
outlying  regions,  few  of  the  local  Indians  speak 
Spanish.  In  the  southern  state  of  Oaxaca,  for  ex- 
emple,  there  are  eight  distinct  Indian  languages 
and  no  less  than  60  dialects. 

To  overcome  this  problem,  the  S ervicio  Social 
has  distributed  20,000  transistor  radios  in  Oaxaca 
and  set  up  its  own  radio  station.  From  here,  reg- 
ular programs  are  broadcast  in  all  the  dialects, 
giving  instruction  in  elementary  hygiene  (such 
as  the  digging  of  latrines),  maternity  care,  child 
feeding,  water  purification,  and  other  basic 
health  measures. 

“Thus,  when  a team  arrives  on  its  regular 
rounds,  much  of  the  spakework  has  been  done,” 
Dr.  Mangas  points  out.  “The  brigada  can  then 
devote  its  efforts  to  practical  medical  problems.” 

Thanks  to  the  rural  medical  brigades,  he  re- 
ports, many  long-standing  endemic  diseases  are 
being  brought  under  control,  including  malaria, 
pinta,  and  histoplasmosis.  Infant  and  childbirth 
mortality  have  been  substantially  decreased. 

When  a doctor  receives  his  M.D.  after  his  stint 
with  the  brigadas , he  may  elect  to  go  into  pri- 
vate practice  or  become  a contract  physician 
with  the  Seguro  Social  (Social  Security),  Mex- 
ico’s socialized  health-insurance  program.  Many 
doctors  combine  the  two.  But  few  physicians 
choose  to  set  up  shop  entirely  on  their  own. 

There  are  several  reasons  for  this,  according 
to  Dr  Mangas.  “In  the  first  place,  comparatively 
few  Mexicans  can  afford  a private  doctor.  Sec- 
ondly, modern  medicine  requires  complex  hos- 
pital and  laboratory  facilities  and  ready  special- 
ty consultation,  which  the  young  Mexican  phy- 
sician finds  most  available  in  the  Seguro  Social. 


“Finally,  we  have  found  that  the  vast  major- 
ity of  our  young  doctors  are  imbued  with  a kind 
of  mystique,  a fervor  to  serve  the  health  needs 
of  the  nation,  which  they  have  seen  at  first-hand 
in  their  brigada  service.  They  find  that  they  can 
satisfy  this  urge  best  by  working  with  the  Seg- 
uro.” 

The  Social  Security  system  covers  all  salaried 
workers  in  Mexico.  For  complete  medical  and 
hospital  insurance,  they  pay  up  to  8%  of  their 
income,  which  is  matched  by  similar  amounts 
from  employers  and  the  government.  Contract 
physicians  are  paid  on  a fixed  schedule  accord- 
ing to  the  number  of  hours  they  work,  beginning 
at  $144  a month  for  two  hours  a day.  The  aver- 
age doctor  who  works  a full  schedule  for  the 
Seguro  Social  earns  about  $4,500  a year.  Dr. 
Mangas  points  out  that,  with  the  average  Mex- 
ican earning  about  $750  a year,  physicians’  earn- 
ings are  roughly  proportional  to  those  in  the 
U.S. 

'Wetback'  Doctors  Decrease 

Not  all  Mexican  physicians  are  satisfied  with 
their  lot.  About  2,000  graduates  of  Mexico’s  me- 
dical schools  are  practicing  in  the  U.S.,  many  of 
them  with  firms  such  as  railroads,  which  employ 
large  numbers  of  Spanish-speaking  workers. 

But,  according  to  Dr.  Mangas,  there  has  been 
a steady  decrease  in  the  number  of  these  medi- 
cos brazeros  ( “wetback”  doctors ) . As  the  quality 
and  the  rewards  of  Mexican  medicine  improve, 
the  vast  majority  are  electing  to  stay  at  home  in 
general  practice  or,  more  often,  to  specialize. 

How  does  Mexico  respond  to  its  new  doctors 
today?  Dr.  Mangas  gives  an  illustration: 

IN  1938,  when  the  rural  Servicio  Social  system 
was  first  inaugurated,  he  himself  was  driven 
by  a stone-throwing  mob  out  of  an  Indian  vil- 
lage in  the  northern  state  of  Nuevo  Leon.  Four 
years  ago,  in  the  same  region,  a group  of  ranch- 
ers and  their  workers  built,  of  their  own  volition 
and  with  their  own  funds,  the  buildings  to  house 
25  new  rural  clinics.  They  also  donated  $20,000 
to  help  purchase  equipment  for  the  clinics. 

“Where  one  we  were  greeted  with  stones,  we 
are  now  met  with  pesos”  says  Dr.  Mangas.  “The 
people  have  learned,  and  the  doctors  have  learn- 
ed. With  their  devotion,  their  dedication,  and 
their  sincerity,  our  physicians  honor  Mexico.  And 
the  nation,  in  turn,  honors  its  medical  profes- 
sion.” 
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'BLUE  SHIELD  ONLY  ANSWER' 

New  President  Challenges  Federal  Programs 

The  head  of  the  Arizona  Blue  Shield  flung  a 
challenge  yesterday  to  socialized  medicine  with 
the  declaration  that  Blue  Shield-Blue  Cross  “is 
the  only  substantial  answer  to  the  many  pro- 
jected federal  programs  that  have  come  and 
gone.” 

Dr.  Charles  E.  Van  Epps,  new  president  of 
Blue  Shield,  expressed  his  views  in  an  interview. 

Blue  Shield  provides  non-profit  prepayment 
of  physicians’  services  and  is  the  working  part- 
ner of  Blue  Cross,  which  prepays  hospital  ex- 
penses. 

“Frankly,”  Dr.  Van  Epps  said,  “we  look  for- 
ward to  an  expanding  membership,  what  with 
the  extension  of  many  of  our  coverages,  not  only 
for  physician  services  but  also  for  those  hospital 
services  provided  by  Blue  Cross. 

. . It  will  come  because  American  enterprise 
thrives  on  competition. 

“And  Blue  Shield,  as  well  as  Blue  Cross,  has 
reached  a point  where  it  will  be  more  flexible 
than  it  has  been  since  early  days,  from  the  stand- 
point of  benefits  and  costs. 

“Nonprofit  prepayment  has  now  had  35  years’ 
experience,  and  originally  and  still  today  it  is 
the  only  substantial  answer  to  the  many  pro- 
jected federal  programs  that  have  come  and 
gone. 

“For  this  reason,  I have  complete  confidence 
in  the  ability  of  Blue  Shield  to  answer  any  chal- 
lenge successfully.” 

He  cited  these  statistics: 

Blue  Shield,  with  53  million  members,  is  by 
far  the  largest  medical-surgical  plan  in  the  world. 

In  1963,  2 million  joined  Blue  Shield. 

More  than  $1  million  in  benefits  were  provid- 
ed members  last  year. 

More  than  340,000  companies  have  Blue  Shield 
employe  programs. 

Four  million  senior  citizens  are  enrolled  in 
Blue  Shield. 

In  Arizona  last  year,  Blue  Shield  income  was 
the  highest  in  the  history  of  the  Arizona  plan, 
reaching  $5,571,885,  Dr.  Van  Epps  reported. 

“In  turn,  we  expended  $5,370,000  for  the  care 
of  Blue  Shield  members,  another  high  in  this 
state,”  he  said. 

“Our  operating  expenses  within  Blue  Shield 


Reprints 

at  the  same  time  hit  a new  low  of  8.8  per  cent, 
which  means  that  out  of  every  dollar  we  took 
into  the  plan,  8.8  cents  was  used  to  provide  for 
all  our  expenses.” 

Dr.  Van  Epps  expressed  pride  in  the  medical 
profession’s  answer  to  public  concern  with  fi- 
nancing of  medical  care  as  carried  out  in  Blue 
Shield. 

This  was,  he  said,  “a  dramatic,  positive  answer 
and  possible  in  large  measure  by  the  personal 
support  of  tens  of  thousands  of  individual  doc- 
tors serving  as  participating  physcians  and  as 
Blue  Shield  trustees. 

“Right  from  the  start,  doctors  have  actively 
supported  Blue  Shield.  In  fact,  it  was  this  recog- 
nition of  the  people’s  desire  and  need  for  a way 
to  meet  health-care  expense  that  led  the  medical 
profession  to  organize  and  sponsor  Blue  Shield 
years  ago. 

“At  that  time,  few  others  offered  a solution  or 
even  saw  the  need. 

“Today,  doctor  support  continues  to  make  Blue 
Shield  unique.  Every  Blue  Shield  plan  in  the 
country  is  officially  sponsored  by  doctors 
through  their  local  medical  societies.” 

Dr.  Van  Epps  is  12th  president  of  the  Arizona 
Blue  Shield.  He  has  served  as  chief  of  the  ob- 
stetrics and  gynecology  staff  at  St.  Josephs  and 
Good  Samaritan  hospitals  and  as  instructor  in 
obstetrics  at  the  Good  Samaritan  Hospital  School 
of  Nursing. 

A captain  in  the  army  during  World  War  II, 
he  was  a surgeon  attached  to  the  511th  Para- 
chute Regiment  from  1942  to  1945.  He  was 
awarded  the  Bronze  and  Silver  stars  and  the 
Purple  Heart. 


TRENDS  IN  FINANCING  MEDICAL 
EDUCATION 
1941  TO  1962 

Trends  in  Financing  Medical  Education  is  a 
continuing  study  being  conducted  by  the  Divi- 
sion of  Operational  Studies.  It  is  concerned  with 
the  expenditures  by  sources  of  income  arid  by 
type  of  school  for  a representative  sample  of  U.S. 
medical  schools. f The  study  represents  an  effort 
to  develop  an  understanding  of  trends  in  the 
amounts  and  relative  importance  of  the  various 
sources  of  medical  school  income  as  they  have 
changed  over  the  past  two  decades  (see  also 
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Expenditures  From  Funds  Available  for  Basic  Operations  by  Source  of  Income 
and  by  Type  of  School  of  26  Private  and  16  Public  Schools  for  the  Years 

1940-41,  1947-48,  1959-60  and  1961-62 


AVERAGE  EXPENDITURE  PER  SCHOOL  IN  THOUSANDS  OF  DOLLARS 


PRIVATE  SCHOOLS 


PUBLIC  SCHOOLS 
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Figure  1 


“Datagrams,"  Vol.  5,  No.  10,  April  1984),  and  to 
suggest  the  need  for  strengthening  diversifica- 
tion in  the  financial  support  of  this  nation’s 
schools  of  medicine. 

Medical  school  expenditures  can  be  divided 
into  three  main  categories:  (1)  funds  available 
for  basic  operations,  (2)  funds  designated  for 
research  training,  and  (3)  funds  designated  for 
research  itself.  This  presentation  deals  only  with 
funds  in  the  first  category,  i.e.,  those  for  basic 
operations.  Such  funds  represent  money  over 
which  the  medical  school  has  complete  control, 
or  which,  while  they  may  be  designated  for  spe- 
cific purposes,  can  be  used  in  a manner  that  is 
consistent  with  the  school’s  basic  responsibilities 
and  which,  as  a consequence,  free  undesignated 
funds  for  other  purposes. 

The  purpose  of  this  datagram  is  to  expand  a 
previous  publication  in  the  trend  series  so  as  to 
include  the  most  recent  medical  school  financial 
information,  i.e.,  that  for  the  academic  year 

1951-62. f 


41,  1947-48,  1959-60,  and  1961-62  according  to 
average  dollar  amounts  and  as  percentages  of 
total  expenditures,  respectively. 

Space  limitations  here  preclude  a detailed 
analysis  of  these  data  and  their  implications. 
However,  in  general  it  can  be  said  that  the  ad- 
ditional information  for  1962  confirms  the  previ- 
ous trends  with  respect  to  average  dollar  expen- 
ditures per  school,  the  notable  exception  being 
“support  from  general  university  funds”  which  in 
1960  showed  a temporary  reversal  in  the  trend. 

Percentagewise  the  data  reveal  some  interest- 
ing developments.  “Tuition  and  fees,”  “endow- 
ment,” “university  funds,”  and  “state  appropria- 
tions” — still  primary  sources  of  support  for  basic 
operations  — have  decreased  in  relative  impor- 
tance over  the  years.  At  the  same  time  a trend 
has  developed  toward  greater  reliance,  relatively 
speaking,  on  “overhead  for  grants,”  “payments 
made  by  hospitals,  clinics  and  miscellaneous  ser- 
vice and  research  units.”  The  same  is  true  to 
some  extent  for  “teaching  expenses  paid  from 
medical  service  funds.” 


Figures  1 and  2 show  how  ten  categories  of 
income  have  varied  as  sources  of  expenditure 
for  basic  operations  for  the  selected  years  1940- 


Submitted  by  the  Division  of  Operational  Studies  of  the  AAMC. 
Source  of  information  will  be  furnished  upon  request. 

fFor  a previous  discussion  of  the  subject  see  “Datagrams” 
Vol.  4,  No.  9,  March  1963  which  contains  a description  of  the 
sample  and  an  explanation  of  the  methodolgy. 
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Percentage  Distribution  of  Expenditures  for  Basic  Operations  by  Source  of 
Income  and  by  Type  of  School  of  26  Private  and  16  Public  Schools 
for  the  Years  1940-41,  1947-48,  1959-60  and  1961-62 
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DOCTOR,  will  you  specify  DESERET'S  brand  of 


MEPROBAMATE 


Desa-Bamate 


Proprietary  protection  of  your  prescription 
with  generic  economy  to  your  patient. 

DESERET  PHARMACEUTICAL  CO.  - Salt  Lake  City,  Utah 
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Topics  of  Current  Medical  Interest 

APhA  ISSUES  MICHIGAN-INSPIRED 
HAZARDOUS  SUBSTANCE  WARNING 
LABELS 

The  American  Pharmaceutical  Association  an- 
nounced today  the  availability  of  kits  of  hazard- 
ous substance  warning  labels  for  distribution  to 
the  general  public.  Originally  conceived  and  de- 
signed by  the  Michigan  State  Pharmaceutical 
Association  earlier  this  year,  the  distinctive  red 
and  yellow  labels  feature  a striking  snake  design 
over  the  words,  “WARNING  — Keep  out  of 
reach  of  children.” 

Sheets  of  ten  labels  of  varying  sizes  will  be 
distributed  through  pharmacies  across  the  na- 
tion. Accompanying  instructions  explain  that  the 
labels  should  be  placed  on  containers  of  many 
household  products  including  drugs,  which  could 
be  harmful  if  improperly  used.  Pharmacies  hav- 
ing the  labels  available  can  be  identified  by  a 
distinctive  red,  yellow  and  black  window  poster 
stating,  “POISON  PROOF  YOUR  HOME 
NOW,”  which  comes  in  the  new  kit. 

Additional  information  and  supplies  of  these 
labels  can  be  obtained  from  the  Division  of 
Communications,  American  Pharmaceutical  As- 
sociation, 2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037 


KEEP  OUT  OF  THE  REACH  OF  CHILDREN 


IN  ERRATUM 

Miss  Helen  E.  Watkins  of  the  Arizona  Tuber- 
culosis and  Health  Association  has  called  our 
attention  to  an  error  on  page  549,  Volume  21, 
No.  8,  in  which  we  credit  the  first  clinical  and 
X-ray  laboratory  in  Phoenix  to  Dr.  W.  W.  Wat- 
son. As  we  all  know,  this  should  have  been 
credited  to  Dr.  W.  W.  Watkins,  who  was  also 
Medical  Director  of  St.  Luke’s  Hospital. 


DOCTOR  LINDSAY  E.  BEATON 
ELECTED  PRESIDENT 

During  the  annual  meeting  of  the  American 
Medical  Association  in  San  Francisco,  Doctor 
Lindsay  E.  Reaton  was  named  to  serve  as  Presi- 
dent of  the  Aces  and  Deuces  Organization  for 
the  coming  year. 

The  Aces  and  Deuces  is  a social  organization 
composed  of  Delegates,  Alternates  and  Execu- 
tive Secretaries  of  State  Medical  Associations, 
which  are  represented  by  one  or  two  persons  in 
the  House  of  Delegates  of  the  American  Medical 
Association. 

Doctor  Reaton  is  shown  accepting  this  ap- 
pointment with  Dr.  and  Mrs.  Edward  R.  Annis. 


A NEW  FIRST  IN  THE  TREATMENT  OF 
THE  MENTALLY  ILL  IN  ARIZONA 

Camelback  Hospital  signs  Blue  Cross 
Contract: 

Arizona  Blue  Cross/Blue  Shield  notified  Frank 
J.  Dunning,  Administrator,  that  as  of  May  18, 
1964,  Camelback  Hospital  has  been  selected  a 
member  hospital  participating  in  the  Arizona 
Blue  Cross  Plan.  Any  Blue  Cross  policyholder 
eligible  for  coverage  for  nervous  and  mental 
disorders  may  be  cared  for  at  Camelback  Hos- 
pital under  the  new  contract. 

Mr.  John  Foster,  Executive  Director  of  the 
Blue  Cross  Program,  was  most  helpful  in  achiev- 
ing this  tremendous  step  forward  in  the  fight 
against  mental  illness.  It  is  truly  a milestone  in 
the  history  of  Arizona  to  provide  adequate  total 
care  for  the  health  and  welfare  of  its  citizenry. 
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Future  Medical  Meetings  and  Postgraduate  Education 


TWELFTH  ANNUAL  MEETING 
ARIZONA  ACADEMY  OF 
GENERAL  PRACTICE 

October  8,  9,  10,  1964 

At  FRANCISCO  GRANDE  MOTOR  HOTEL 
CASA  GRANDE,  ARIZONA 

And 

ELI  LILLY  DECENTRALIZED 
SEMINAR  ON  ATHLETIC  INJURIES 

Saturday,  October  10  - 2:00  p.m.  to  5:15  p.m. 

Post  Graduate  Training  Credit  Given 

Outstanding  Speakers  - Door  Prizes 
Exhibits  - Two  Dinner  Dances  - Golf 
Football  Game  - Two  Cocktail  Parties 

Registration:  $15.00  single,  $25.00  per  couple 


ELEVENTH  MEXICAN  CONGRESS 
OF  ANESTHESIOLOGY 

September  9 thru  12,  1964 
Federation  of  Anesthesiology 
Societies  of  Mexico 
Mexico  City,  Mexico 


AMA  ANNUAL  CONGRESS  ON 
OCCUPATIONAL  HEALTH 

September  26,  27,  1964 
Rice  Hotel,  Houston,  Texas 


TENTH  ANNUAL  FLYING  PHYSICIANS 
ASSOCIATION  MEETING 

September  27th  to  October  2nd,  1964 
Riviera  Hotel,  Palm  Springs,  Calif. 

Drs.  L.  D.  Beck  and  J.  S.  Carlson  are  co-chairmen 
of  the  Arizona  State  Chapter 


AMA  MEETING  OF  CHAIRMEN  OF 
STATE  COMMITTEES  ON 
OCCUPATIONAL  HEALTH 

September  28,  1964 
Rice  Hotel,  Houston,  Texas 


POST  GRADUATE  COURSE  IN 
CARDIOLOGY 

"The  Heart  in  the  Electronic  Age" 
December  1 thru  4,  1964 
Scripps  Clinic  and  Research 
Foundation,  LaJolla,  California 


AMA  COMMITTEE  ON 
AEROSPACE  MEDICINE 

September  25,  1964 
Rice  Hotel,  Houston,  Texas 


AMERICAN  COLLEGE  OF  PHYSICIANS 

Fall  Meeting  October  8-10,  1964 
Hotel  Biltmore,  Los  Angeles,  Calif. 


AMA  COUNCIL  ON 
OCCUPATIONAL  HEALTH 

September  29,  30,  1964 
Rice  Hotel,  Houston,  Texas 


9TH  ANNUAL  MEETING  OF  THE 
MEDICAL  SOCIETY  OF  THE  UNITED 
STATES  AND  MEXICO 

DECEMBER  9, 10, 1 1#  12, 1964 

Mountain  Shadows 
Phoenix,  Arizona 

FOR  INFORMATION  WRITE: 

James  Nauman,  M.D. 

1603  N.  Tucson  Blvd. 

Tucson,  Arizona 

46th  Annual  Meeting 

SOUTHWESTERN 
MEDICAL  ASSOCIATION 

OCTOBER  22, 23, 24,1964 

Flamingo  Hotel  — Las  Vegas,  Nevada 
Sunshine  — Shashaying  — Swimming 

AFTERNOONS  OPEN 
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Physicians 

ArMA 

DIRECTORY 
AND  CLASSIFIED 
RATES 

• Professional  card  and  classified  space  is  avail- 
able at  $3.50  for  the  first  fifty  words  or  less ; 
5c  for  each  additional  word  thereafter. 

• Mail  copy  to  Business  Manager,  ARIZONA 
MEDICINE,  Post  Office  Box  128,  Scottsdale, 
Arizona  85252,  not  later  than  the  tenth  of  the 
month  preceding  publication. 


ALLERGY 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — ALpine  4-2174 


DAN!El  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate 

American  Board  of  Internal  Medicine 
and  Subspecialty  Board  of  Allergy 

31  W.  Camelback  Road  500  W.  10th  Place 

Phoenix  Mesa 

277-3337  969-3966 

HOWARD  M.  PURCELL,  JR.,  M.D. 

JAMES  A.  SMIDT,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 


’ Directory 

DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 
Phoenix  13,  Arizona 

A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 


ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D. 
F.A.C.S.*  - Ray  Fife,  M.D.,  F.A.C.S.*  - Sidney  L.  Stovall,  M.D. 
F.A.C.S.*  - Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 

*Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  Street  — Phoenix,  Arizona  — CR  7-6211 


PATHOLOGY 

LOUIS  HiRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M-  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 
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Physicians’  Directory 


PSYCHIATRY 


LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 


RADIOLOGY 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology  and  X-ray  Therapy 

1313  N.  Second  St. 

Phone  ALpine  8-3484 
Phoenix,  Arizona 

MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  McDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

ALpine  8-1601  WHitney  5-3959 


SURGERY 


DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  MA  2-3371  Home  Phone  EA  5-9433 


LOWELL  C.  WORMLEY,  M.D.,  F.A.C.S. 

Mid-Town  Medical  Building 
1 North  1 2th  Street 
Phoenix,  Arizona 


Pharmacy  Directory 

Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


Fairmont  Pharmacy 

3231  East  McDowell  Road  Phoenix,  Arizona 

PRESCRIPTIONS  — DRUGS  - COSMETICS  - FOUNTAIN 
BRidge  5-5719  FREE  DELIVERY 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
21  8 E.  Stetson  Drive 
Scottsdale,  Arizona 
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Pharmacy  Directory 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mesa  - Tempe 
Maryvale  - Glendale  - Westown  - Sunnyslope 
Paradise  Hills  - Carefree  - Apache  Junction 
Globe  - Miami  - Casa  Grande  - Wickenburg 


Classified 


BUTLER'S  REST  HOME 

• Bed  Patients  and  Chronics 

• Television  *24  Hour  Nursing  Care 

• Excellent  Food  • State  Licensed 

802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  EA  7-7471 
At  Your  Service  24  Hours  Daily 
3029  E.  2nd  St.  Tucson,  Arizona 

"Established  1932" 


Locum  Tenans  — Gen.  Practice,  Licensed  Ariz. 
Efficient,  Reliable,  Experienced 
Desires  Employment  12-15-64  thru  4-15-65 

REPLY: 

J.  J.  HOHNER,  M.D. 

Route  1,  Box  119  — Antioch,  III. 


Centrally  located  spacious  apartments  now 
leasing.  Close  to  hospitals  and  medical  facil- 
ities. Refrigerated,  furnished  or  unfurnished, 
off-street  parking,  exterior  maintenance,  and 
swimming  pools.  3101  North  7th  Avenue, 
Phoenix.  Telephone  266-5601 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

5133  N.  Central  Ave.  — Phoenix 
Telephone  277-1487 


Physicians  Wanted 

Positions  available  July  1,  1964  for  well  quali- 
fied general  physicians  at  the  Arizona  State 
Hospital.  Arizona  licensure  required.  Begin- 
ning salary  $15,000  annually.  Contact  Robert 
J.  Shearer,  M.  D.,  Action  Director,  Arizona 
State  Hospital,  2500  East  Van  Buren,  Phoenix, 
Arizona. 
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SITUATION  WANTED:  Administrative  Position,  full  time  or 
part-time  desired  by  Board  Certified  General  Surgeon;  age 
38  years;  good  health;  married  with  family;  FACS;  West  or 
Southwest  location.  Reply  Box  64-3,  ARIZONA  MEDICINE, 
P.  O.  Box  128,  Scottsdale,  Arizona. 


MEDICAL  RESEARCHER  — 20  YEARS  EXPERIENCE  — 
DESIRES  TO  DO  FREE  LANCE  RESEARCH 

Capable  of  doing  all  phases  of  medical  literature  research 
— bibliographies,  abstracts,  etc. 

Rates  and  References  Supplied  on  Request 

Reply  to  Box  64-1,  Arizona  Medicine,  P.  O.  Box  128 
Scottsdale,  Arizona 


PRACTICE  VACATED 
HOME  & OFFICE  FOR  SALE 

Dr.  L.  M.  Thompkins  has  retired  and  wishes  to  sell  his  house 
and  office.  There  is  no  M.D.  left  in  Gilbert.  House  — 3 
bedrooms,  full  bath,  Va  basement,  central  heating  and 
air  conditioning  (duct  system);  separate  office  — 3 rooms, 
double  garage,  lawn  and  citrus  trees.  201  S.  Main  St., 
Gilbert.  Telephone  969-4614.  Gilbert  is  six  miles  south- 
east of  Mesa;  population  3,000. 


WANTED:  Job  as  Dir.  of  Med.  Education;  Rich  background 
in  Audiovisual  techniques.  Can  fill  in  as  Ass't  Administractor 
and  consultant  in  Dermatology.  Immediately  Available. 
Prefer  Phoenix  or  Tucson  area.  REPLY  Box  64-2,  Arizona 
Medicine,  Box  128,  Scottsdale,  Arizona. 


PHYSICIANS  WANTED 

Eye-Ear-Nose-Throat-Orthopedist-Urologist 
To  lease  space  for  January  1,  1965  occupancy  in  new 
Medical  Building  directly  across  street  from  main  hospital 
in  Yuma,  Arizona.  For  further  information  contact  Earnest 
Johnson,  Wilson  & Van  Sant,  6122  N.  7th  St.,  Phoenix, 
Arizona  — Phone  264-7561. 


24-HOUR  AMBULANCE  SERVICE  *AL  4-4111 


MOTOR  AND  AIR 

A.  L.  MOORE  & SONS 

Mortuary  and  Ambulance  Service 
Adams  at  Fourth  Ave.,  Phoenix 


DOCTOR  your  bookkeeping 
Prescribe  POST-EZE 
SAVES  TIME 
SAVES  MONEY 

One  Writing  posts  all  records  — one 
simple  proof  proves  all  records 

SAVING  UP  TO  66% 

PEGBOARD  ACCOUNTING  FOR  PAYROLL 
ACCOUNTS  RECEIVABLE 
ACCOUNTS  PAYABLE  - PURCHASES 
CASH  DISBURSEMENT 

Call  or  Write  today 

LOFTIN'S  BUSINESS  FORMS 

3111  N.  29th  Ave.,  PHOENIX 

PHOENIX  TUCSON 

254-661 1 MA  2-2446 


You  Can  Order 

REPRINTS 

of  any  feature  article  or  adver- 
tisement appearing  in  Arizona 
Medicine. 

Orders  must  be  placed  within  15 
days  after  date  of  publication. 
Minimum  charge  applies  for  100 
copies  or  less. 

The  cost  is  very  reasonable.  For 
further  information  write  to— 

ARIZONA  MEDICINE 

P.  O.  Box  128 
Scottsdale,  Arizona  85252 


September,  1964 
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AMYTAL 
TAKES 
THE  EDGE 
OFF 
DAYTIME 
ANXIETY 
AND 
TENSION 


Amytal  is  a moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  an  absolute  contraindica- 
tion to  the  drug. 

Side-Effects:  Idiosyncrasy  or  allergic  reactions  to  the  barbi- 
turates may  occur. 

Precautions  and  Contraindications:  Amytal  should  be  used 
with  caution  in  patients  with  decreased  liver  function,  since  a 
prolongation  of  effect  may  occur.  Administration  in  the  presence 
of  uncontrolled  pain  may  produce  excitement.  Warning— May 
be  habit-forming. 

Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (1/2  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 


Additional  information 
available  to  physicians 
upon  request.  Eli  Lilly 
and  Company,  India- 
napolis 6,  Indiana. 
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•!u si  Ready  From  Saunders ! 


► DOCTOR'S  EASACCOUNT  RECORD  SYSTEM  \ 

Saves  time  and  effort  in  maintaining  your  financial  records 


The  Doctor's  Easaccount  Record  System  is  a brand  new 
way  to  ease  the  burden  of  your  financial  record  keeping. 
It  enables  you  or  your  office  assistant  to  maintain  a 
see-at-a-glance  report  on  income  and  expenditures, 
keep  a central  source  of  information  for  income-tax 
time,  and  bold  the  time  and  expense  required  for 
professional  audit  to  a minimum — all  with  less  time 
and  effort.  The  system  is  contained  in  two  convenient 
ledgers;  one  for  disbursements  (sufficient  for  two  years' 
average  practice),  and  one  for  income  (sufficient  for 
one  year’s  average  practice).  Recording  of  expenditures 
is  simplified  by  clearly  labelled  columns  covering: 
Salaries — Rent — Drugs  and  Medical  Supplies — Instru- 
ments— Utilities — Stationery — Taxes  and  Insurance — 
Cost  of  Auto,  Furniture  and  Equipment — plus  eleven 


other  categories.  Columns  are  provided  for  house 
expenses  of  the  physician  whose  office  is  in  his  resi- 
dence ...  an  especially  bothersome  problem  when 
computing  deductible  expenses.  The  Income  Volume 
helps  you  keep  a daily  record  of:  Date  and  Time — 
Patient — Professional  Service — Charges — Receipts — Ver- 
ification of  Transfers  to  Patients'  Cards — Bank  Deposits 
— plus  daily,  monthly,  and  yearly  totals.  These 
records  are  expressly  set  up  for  the  specific  requirements 
of  a medical  practice.  All  instructions  necessary  appear 
on  a single  page  in  the  front  of  each  volume. 

Two  volumes  in  a flexible  cover.  Disbursements  Volume , 96  pages, 
10"  x 12";  Income  Volume , 256  pages,  10"  x 12".  Set — About  $9.50. 

New — Just  Ready! 


► Hughes'  PEDIATRIC  PROCEDURES  i 

Hundreds  of  hints,  helps  and  shortcuts  in  methods  of  child  care 


Here  are  clear,  step-by-step  instructions  to  help  you 
perform  a wide  range  of  technical  procedures  necessary 
in  the  management  of  children.  Augmented  by  helpful 
illustrations,  the  procedures  range  from  inspection  of 
the  ear  to  venous  cutdoivn.  In  an  uncomplicated,  straight- 
forward manner  Dr.  Hughes  tells  you:  the  best  sites 
for  venipuncture  in  infants;  the  equipment  necessary 
for  exchange  transfusions;  sizes  of  needles  for  bone 
marrow  aspiration  and  biopsy;  how  to  insert  a naso- 
gastric tube;  hazards  and  complications  of  abdominal 
paracentesis;  method  of  cardiac  massage  for  infants, 
for  small  children;  for  older  children;  etc.  The  pro- 
cedures explained  include  both  routine  and  special 
measures:  taking  the  temperature — measurement  of  blood 


pressure — intravenous  transfusion — subcutaneous  injec- 
tions— tuberculin  skin  tests — bone  marrow  aspiration — 
lumbar  puncture — tracheostomy — percutaneous  liver  bi- 
opsy— enemas — bandaging — nonsuture  skin  closure — col- 
lection of  sweat  for  the  diagnosis  of  cystic  fibrosis  of  the 
pancreas.  Valuable  information  is  contained  on  re- 
straining the  infant  or  child — dental  health — com- 
municable diseases — methods  of  reducing  pain  of 
injections,  etc.  This  manual  will  help  you  ease  the 
stress,  strain  and  trauma  involved  in  performing  these 
procedures  on  your  young  patients. 

By  Walter  T.  Hughes,  M.D.,  Assistant  Professor  of  Pediatrics. 
University  of  Louisville  School  of  Medicine,  Louisville,  Kentucky, 
About  256  pages,  6*^"  x 9%"y  with  about  127  illustrations.  About 
$8.00.  Neiv — Just  Ready! 


►Bates  & Christie's  RESPIRATORY  FUNCTION  IN  DISEASE ^ 

Aid  in  problems  ranging  from  ventilation  measurement  to  respiratory  failure 


Drs.  Bates  and  Christie  brilliantly  delineate  today’s 
useful  knowledge  about  pulmonary  physiology  in  this 
timely  volume  on  the  lung.  The  authors  begin  by 
reviewing  and  illuminating  the  methods  available  for 
studying  lung  function,  and  outlining  the  anatomy 
and  values  for  the  normal  lung.  They  point  out  the 
advantages  and  disadvantages  of  current  methods. 
They  clearly  describe  changes  in  pulmonary  function, 
as  a consequence  of  age  or  obesity  and  in  different 
body  positions.  What  is  known  about  pulmonary 
adaptation  to  altitude  and  to  exercise  is  outlined. 
The  major  sections  of  the  book  describe  individual 
disease  entities  of  the  lung — covering  clinical  features, 
radiologic  features,  and  pathology.  The  authors  provide 
exhaustive  explanation  of  the  pathophysiologic  effects 


of  each  disorder  on  overall  pulmonary  function.  Special 
stress  is  placed  on  pulmonary  emphysema  in  all  its 
forms,  on  chronic  bronchitis  and  respiratory  failure,  on 
lung  diseases  caused  by  physical  and  chemical  agents, 
and  on  the  secondary  effects  of  heart  disease.  Detailed 
case  presentations  of  54  patients  augment  the  text. 

By  David  V.  Bates,  M.D.,  (Cantab.),  M.R.C.P.  (London),  Asso- 
ciate Professor  of  Medicine,  McGill  University;  Director,  Respiratory 
Division,  Joint  Cardiorespiratory  Service,  Royal  Victoria  Hospital 
and  Montreal  Children’s  Hospital;  and  Ronald  V.  Christie,  M.D. 
(Edinburgh),  M.Sc.  (McGill),  B.Sc.  (London),  Sc.D.  (Dublin), 
F.A.C.P.,  F.R.C.P.  (London),  F.R.C.P.  (C),  Professor  and  Chairman 
of  the  Department  of  Medicine,  McGill  University;  Physician-in- 
Chief,  Royal  Victoria  Hospital.  With  the  assistance  of  Margaret 
E.  Becklake,  Richard  E.  Donevan,  Robert  G.  Fraser,  J.  A. 
Peter  Pare,  W.  M.  Thurlbeck.  About  560  pages,  7"  x 10",  illus- 
trated. About  $15.00.  New — Just  Ready'! 
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W.  B.  SAUNDERS  COMPANY  West  Washington  Square,  Phila.,  Pa.  19105 


Please  send  and  bill  me: 

□ Doctor’s  Easaccount  Record  System  About  $9.50 
I 1 Hughes’  Pediatric  Procedures About  $8.00 


[(]  Easy  Pay  Plan  ($5  per  month) 

I | Bates  & Christie’s  Respiratory 
Function 


_About  $15.00 


Name. 


_Address_ 
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nTz  Nasal  Spray  gives  prompt,  depend- 
able decongestion  of  the  nasal  membranes 
for  fast  symptomatic  relief  of  hay  fever. 
The  first  spray  shrinks  the  turbinates,  re- 
stores nasal  ventilation  and  stops  mouth 
breathing.  The  second  spray,  a few  min- 
utes later,  improves  sinus  ventilation  and 
drainage.  Excessive  rhinorrhea  is  reduced. 

nTz  Nasal  Spray  also  provides  deconges- 
tive  relief  for  head  colds,  perennial  rhinitis 
and  sinusitis.  Supplied  in  leakproof, 
pocket-size,  squeeze  bottles  of  20  ml.  and 
in  bottles  of  30  ml.  with  dropper. 


nTz  is  more  than  a simple  vasoconstrictor. 
It  contains  [N]eo-Synephrine®  HCI  0.5%- 
the  efficacy  of  which  is  unexcelled— to 
shrink  nasal  membranes  and  provide  inner 
space;  [f]henfadil@  HCI  0.1%  for  topical 
antiallergic  action;  and  [Z]ephiran@  Cl 
1:5000  (antibacterial  wetting  agent)  to  pro- 
mote the  spread  of  the  decongestant  com- 
ponents to  less  accessible  nasal  areas. 

nTz  is  well  tolerated  and  does  not  harm 
respiratory  tissues. 

nTz,  Neo- Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  then- 
yldia mine)  and  Zephi ran  (brand  of  benzalkonium  as  chloride,  refined),  trade- 
marks reg.  U.  S.  Pat.  Off.  1795M 


Nasal  spray 


Imnfhrop 


Winthrop  Laboratories 
New  York  18,  N.Y. 
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THE  DERMATOSES 
THAT  WERE 

STEROID  -UNTREATABLE 


Salt  and  water  retention,  edema,  overstimulation  o 
the  appetite,  excessive  weight  gain,  mood  swings- 
these  were  some  of  the  problems  that  used  to  confron 
physicians  when  they  wanted  to  prescribe  steroids  fo 
dermatoses.  For  patients  already  overweight,  or  with 
edema  associated  with  cardiovascular  disease,  o 
those  who  were  tense  and  anxious,  steroid  treatmen 
could  aggravate  their  problems.  But  with  the  adven 
of  ARISTOCORT®  Triamcinolone,  many  of  these 
patients  became  “steroid-treatable.”  The  reason:  No 
only  did  this  steroid  provide  gratifying  symptomatic 
relief,  but  it  did  so  without  the  penalty  of  overstimu 
lation  of  the  appetite,  excessive  weight  gain,  salt  an< 
water  retention,  edema,  and  undesirable  euphoria 
And  these  benefits  have  been  confirmed  for  othe 
patients  with  steroid-susceptible  disorders,  as  well  a 
those  formerly  untreatable. 


tide  Effects:  Since  it  may,  under  some  circumstances, 
roduce  many  of  the  unwanted  effects  common  to  all 
ortisone-like  drugs,  discrimination  should  always  be 
xercised  in  administering  ARISTOCORT®  Triamcino- 
)ne.  Any  of  the  Cushingoid  effects  are  possible,  as  are 
urpura,  G.l.  ulceration,  increased  intracranial  pres- 
ure  and  subcapsular  cataract.  Corticosteroids  gen- 
rally  may  mask  outward  signs  of  bacterial  or  viral 
ifections.  Catabolic  effects  to  watch  for  include 
luscle  weakness  and  osteoporosis.  Weight  loss  may 
ccur  early  in  treatment  but  is  usually  self-limiting. 
ontraindications:  While  the  only  absolute  contra- 
idications  are  tuberculosis,  herpes  simplex  and 
hicken  pox,  there  are  some  relative  contraindications 
Peptic  ulcer,  acute  glomerulonephritis,  myasthenia 


gravis,  osteoporosis,  fresh  intestinal  anastomoses, 
diverticulitis,  thrombophlebitis,  psychic  disturbance, 
pregnancy,  infection)  to  weigh  against  expected 
benefits. 

A single  daily  dose  may  provide  effective  control,  is 
convenient  for  the  patient,  and  can  be  employed  in 
both  initial  and  maintenance  therapy. 


MAXIMUM  STEROID  BENEFIT-MINIMUM  STEROID  PENALTY 


Triamcinolone 


1 mg.,  2 mg.,  4 mg.  or  16  mg.  tablets 


EDERLE  LABORATORIES  . A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


Whether  you're  a teacher  correcting  exams.  A student  cramming  for  them.  A housewife 
cleaning  up  after  the  kids.  Or  a businessman  working  late  at  night.  Whoever  you  are, 
things  go  better  when  you  pause  and  refresh  with  ice-cold  Coca-Cola. 


tfiedical  Center  and  Clinical  ialferatmf 


1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 


DIAGNOSTIC  X-RAY 
CLINICAL  PATHOLOGY 
ELECTROCARDIOGRAPHY 


X-RAY  THERAPY 
TISSUE  PATHOLOGY 
BASAL  METABOLISM 


R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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5055  North  34th  Street 
AMherst  4-4111 
PHOENIX,  ARIZONA 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHIATRY 

A Non-Profit  Corporation 


m muni  oim/wplime/ 


of  Camelback  Hospital 
is  one  of  relaxed  Western  living, 
ooking  east,  Camelback  Mountain  provides  the  background 
for  the  lovely  lawn  and  grove  area, 
e natural  beauty  of  the  surroundings  at  Camelback  Hospital 
creates,  for  the  patient, 

a restful,  scenic  setting. 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 

’ROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 


MAJOR  MEDICAL  EXPENSE  POLICY 

DOCTORS  HAVE  ASKED: 

WHY  DON'T  YOU  INCREASE  THE  SURGICAL  SCHEDULE? 
WHY  DON'T  YOU  INCREASE  THE  ANESTHETIST  SCHEDULE? 
WHY  DON'T  YOU  ALLOW  MORE  FOR  DOCTORS'  CALLS? 


To  increase  the  benefits  of  these  schedules  would  naturally  require  a substantial  increase 
in  premium  rates  of  the  Hospital  Benefits  Assurance  Plan. 

Instead  of  paying  such  an  increase  in  premium,  our  policy-owners  prefer  to  have  a Major 
Medical  Expense  Policy.  If  it  is  more  than  a small  amount,  they  will  be  protected  from  major 
catastrophes  by  the  Major  Medical  Expense  Policy. 

It  provides  your  patients  with  coverage  that  may  start  paying  while  their  hospital  plan  is 
paying  and  continues  to  pay  when  their  hospital  protection  stops.  After  the  deductible, 
the  Major  Medical  pays  80%  of  covered  expenses  up  to  $5,000.00  or  $10,000.00.  This 
co-insurance  feature  with  the  deductible  keeps  the  cost  of  this  valuable  protection  low.  It 
gives  your  patients  complete  peace  of  mind  when  they  must  go  to  the  hospital. 

While  we  feel  that  our  benefits  paid  for  surgical  procedures  are  generous,  in  no  way  do 
they  set  the  physician's  fee.  We  believe  that  the  physician's  fee  is  a personal  matter  between 
the  doctor  and  his  patient. 


HBA  MAJOR  MEDICAL  HELPS  PAY 


Hospital  Room  & Board 
Hospital  Services 
Surgical  Fees 
Doctor's  Calls 


Anesthesia  & Administration 
Lab  Tests  & X-Ray 
Drugs  & Medications 
Private  Nurses 


Prosthetic  Appliances 
Radioactive  Therapy 
Ambulance  Service 
Rental  Equipment 


GUARANTEED  RENEWABLE  FOR  LIFE 
PAYS  IN  ADDITION  TO  ANY  HOSPITAL  PLAN 
FULL  BENEFITS  ANYWHERE  IN  THE  WORLD 


Phoenix  — First  Street  & Willetta 
Mesa  — 456  N.  Country  Club  Drive 
Tucson  — 31  North  Tucson  Blvd. 


THE 


LIFE 


INSURANCE  COMPANY 
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The  Bronchodilator  with  the  intermediate  dose  of  KI 


The  fast-disintegrating,  uneoated  tablet  gives  re- 
lief to  the  asthmatic  in  15  minutes.  The  ephedrine- 
phenobarbital  balance  eliminates  nervousness.  It 
relaxes  broncho-constriction,  liquefies  mucus-plug- 
ging and  is  buffered  for  tolerance. 

Each  tablet  contains  Aminophylline  130  mg., 
Ephedrine  HC1  16  mg.,  Phenobarbital  22  mg. 
(Warning:  may  be  habit-forming),  Potassium 

Iodide  195  mg.  Dosage:  One  tablet,  3 or  4 times 
a day.  Precautions:  Usual  for  aminophylline- 
ephedrine-phenobarbital.  Iodides  may  cause 
nausea,  and  very  long  use  may  cause  goiter.  Iodide 
contraindications:  tuberculosis,  pregnancy.  Issued 
in  100’s,  1000’s. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


Also  available  as 

mu'dncuieGG 

Formula  is  identical  to  Mudrane 
except  that  Glyceryl  Guaiacolate 
100  mg.  replaces  the  Potassium 
Iodide  as  the  mucolytic  expecto- 
rant. Issued  in  100’s  and  1000’s. 

and 

mu'dfionjgGG 

ELIXIR 

The  formula  of  four  teaspoonfuls 
Elixir  equals  one  Mudrane  GG 
tablet.  Dosage  6 to  12  years: 
One  to  two  teaspoonfuls  3 or  4 
times  a day.  Under  6 years, 
adjust  dosage  according  to  age. 
Issued  in  pints  and  half  gallons. 


October,  1964 
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Treasurer  for  the  United  States  Dr.  Lucy  Vemetti 

2021  N.  Central  Avenue,  Phoenix.  Arizona 
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BENEVOLENT  AND  LOAN  FUND 
COMMITTEE 

Meeting  of  the  Benevolent  and  Loan  Fund  Commit- 
tee of  The  Arizona  Medical  Association,  Inc.,  held 
Sunday,  July  26,  1964,  in  the  Central  Offices  of  the 
Association,  Suite  211,  U-R  Building,  4533  North 
Scottsdale  Road,  Scottsdale,  Arizona,  convened  at  10:10 
a.m.,  Daniel  T.  Cloud,  Jr.,  M.D.,  Chairman,  presiding. 

ROLL  CALL 

PRESENT:  Dr.  Brewer,  W.  Albert,  President;  Cloud, 
Jr.,  Daniel  T.,  Chairman;  Dudley,  Jr.,  Arthur  V.,  Treas- 
urer; Henderson,  Charles  E.,  Secretary;  O’Hare,  James 
E.,  President-elect.  Messrs.  Carpenter,  Robert,  Execu- 
tive Secretary;  Robinson,  Bruce  E.,  Executive  Assistant. 

GUEST:  Mr.  Mislicky,  Roman  G.,  Director,  Profes- 
sional Services  Department,  Valley  National  Bank. 

EXCUSED:  Drs.  Buffmire,  Donald  K.,  Neubauer, 
Darwin  W.,  Ochsner,  II,  Albert  J. 

MINUTES 

By  motion  regularly  made  and  unanimously  carried, 
in  each  instance,  the  minutes  of  the  meetings  of  the 
Benevolent  and  Loan  Fund  Committee  held  January  30, 
1963;  October  24,  1963  and  November  21,  1963  were 
approved  as  printed  and  circulated  among  the  mem- 
bership. 

MEDICAL  STUDENT  LOAN 
VNB  TRUST  PROGRAMS 

For  the  edification  of  the  members  of  the  Committee 
there  was  prepared  and  submitted  a status  report  setting 
forth  the  loans  granted,  separated  into  the  two  trust 
accounts.  The  initial  one  reflects  a total  of  seventeen 
(17)  loans  granted  totaling  $34,800.00  with  a total  of 
$37,252.09  currently  owing,  including  interest  and 
insurance  premium  payments. 

The  current  trust  account  reflects  a total  of  ten  (10) 
loans  granted  totaling  $13,525.00  with  a total  of 
$14,962.45  currently  owing,  including  interest  and  insur- 
ance premium  payments.  In  this  latter  account  there 
is  reflected  a total  repayment  of  one  loan  amounting 
to  $1,815.00. 

The  maximum  amount  available  for  loan  purposes 
based  upon  65%  of  the  1964  budget  totals  $116,142.20. 
Budgetwise,  loans  totaling  $52,214.54  having  been  au- 
thorized to  date  there  is  a balance  of  $63,927.72  avail- 
able. Based  upon  the  initial  $5,000.00  authorized  trans- 
ferred to  the  current  trust  account  July  25,  1963,  a total 
sum  of  $62,500.00  ($12.50  for  $1.00)  is  available  for 
loan  purposes. 

It  was  further  pointed  out  that  a sum  of  $3,126.33 
had  been  likewise  transferred  to  the  current  Valley 
National  Bank  Trust  Account,  July  10,  1964,  represent- 
ing interest  earned  on  Association  savings  accounts. 
Discussion  ensued.  It  is  the  intent  that  these  monies  are 
to  be  made  available  for  the  ‘Scholarship”  fund.  It  will 
be  determined  whether  or  not  this  money  shall  remain 
in  the  trust  account  or  be  transferred  to  a separate 
savings  accounts  to  accrue  for  the  purpose  intended. 

It  was  moved  by  Dr.  Dudley,  seconded  by  Dr.  OTIare 
and  unanimously  carried  that  the  remaining  excess  funds 
in  the  intial  trust  account  be  transferred  to  the  new- 
trust  account,  the  amount  to  be  determined  by  the 
VNB  Trust  Department. 


Arizona  Medical  Association  Reports 

For  the  record  it  was  determined  that  a medical 
student  loan  granted  by  the  Committee  will  remain 
open  for  the  school  year  for  which  it  was  granted  per- 
mitting the  student-borrower  to  draw  on  such  account 
for  the  total  sum  or  any  portion  thereof  during  such 
period.  At  the  close  of  the  school  year,  should  additional 
loans  be  requested  by  the  student-borrower,  reapplica- 
tion will  be  required  for  further  committee  action. 

SCHOLARSHIP  APPLICATION 

The  Chairman  presented  for  discussion  the  subject 
of  “Scholarships.”  As  authorized  by  the  House  of  Dele- 
gates of  the  Association,  Resolution  No.  14  adopted  as 
amended,  May  1,  1964,  recited  as  follows: 

“WHEREAS,  the  student  loan  fund  is  now  fully  funded 
and  in  operation;  and 

WHEREAS,  principle  monies  kept  on  cash  reserve  of 
this  Association  continue  to  earn  interest; 
and 

WHEREAS,  as  a non-profit  organization,  we  may  not 
refund  this  interest  income  to  our  mem- 
bership; and 

WHEREAS,  the  earned  interest  could  be  turned  to 
very  practical  uses  by  medical  studeirt 
grants  at  no  out-of-pocket  expense  to  the 
Arizona  Medical  Association;  be  it  there- 
fore 

RESOLVED,  that  each  year  the  Treasurer  be  directed 
to  credit  to  the  Benevolent  and  Loan  Fund 
Committee  the  amount  of  interest  earned 
the  previous  calendar  year  on  our  savings 
accounts;  and  be  it  further 

RESOLVED,  that  the  Benevolent  and  Loan  Fund  Com- 
mittee be  directed  to  institute  and  pro- 
ceed with  a scholarship  grant  for  any 
resident  of  Arizona,  graduates  of  a uni- 
versity or  college  who  are  entering  an 
approved  Class  “A”  medical  school;  this 
scholarship  to  amount  “to  a Five  Hundred 
Dollar  scholarship  from  the  Arizona  Medi- 
cal Association;  and  be  it  further 
RESOLVED,  that  the  Benevolent  and  Loan  Fund  Com- 
mittee draw  up  a set  of  rules  and  regula- 
tions for  approval  by  the  Board  of 
Directors  for  awards  of  these  Schol- 
arships.” 

As  clearly  set  forth  in  said  Resolution,  scholarship 
grants  are  to  be  made  available  to  any  resident  of 
Arizona,  graduate  of  a university  or  college  who  is 
entering  an  approved  Class  “A”  medical  school,  such 
scholarship  to  be  in  the  amount  of  $500.00.  “Scholastic 
achievement”  and  “need”  were  considered  basic  re- 
quirements in  considering  eligibility  for  a scholarship. 
Lengthy  discussion  ensued. 

The  Committee  determined  that  an  applicant  for  a 
scholarship  most  eligible  would  be  one  with  the  highest 
academic  record  and  the  greatest  demonstration  of  need. 

The  Chairman  reviewed  for  the  edification  of  the 
Committee  members  the  format  of  the  “Scholarship 
Application.”  The  proofs  are  now  in  the  hands  of  the 
printer  and  delivery  has  been  promised  momentarily. 
Considerable  discussion  ensued  and  expressions  solicited 
appear  to  indicate  in  the  minds  of  several  members 
that  the  Confidential  Financial  Statement,  Form  III 
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Pages  3 and  4,  appears  too  severe,  at  least  to  the  extent 
of  requiring  revelation  of  Federal  income  tax  payments 
by  the  family,  etc.  It  was  determined  that  the  Chairman 
review  the  printed  form  when  delivered  and  delete 
portions  not  considered  essential  in  the  evaluation  of 
need  for  scholarship  grants. 

STUDENT  LOAN  AND  SCHOLARSHIP 
PROGRAMS 

The  Chairman  presented  the  subject  of  publicity 
associate  with  the  student  loan  and  scholarship  pro- 
grams. It  is  considered  essential  that  effort  be  made 
to  appropriately  publicize  these  programs.  The  media 
of  Arizona  newspapers  is  one  suggestion.  It  was  suggest- 
ed that  the  Chairman  confer  with  Mr.  Julian  DeVries, 
Editorial  Writer  for  Phoenix  Newspapers,  Inc.,  in  the 
hope  that  an  appropriate  article  might  be  prepared, 
subject  to  editing,  which  would  fully  present  these  pro- 
grams for  edification  of  the  public  and  especially  those 
students  who  might  be  inclined  to  pursue  a medical 
education  and  are  in  need  of  financial  assistance.  This 
article  then  could  be  distributed  among  the  Arizona 
newspapers  and  others  interested  therein  as  a news- 
worthy item.  Mr.  Mislicky  indicated  that  the  Banking 
Journal  would  be  more  than  happy  to  reproduce  such 
an  article.  Undoubtedly  there  will  be  other  publications 
which  may  express  interest.  It  was  further  thought 
wisdom  that  the  Congressmen  of  the  United  States 
might  find  the  article  of  interest  and  certainly  the 
State  universities  should  be  informed  and  have  full 
knowledge  of  the  available  programs.  The  assistance  of 
the  Central  Office  is,  of  course,  available  to  provide 
whatever  statistical  data  might  be  desirable. 

OTHER  BUSINESS 

Interns  and  Residents 

It  was  moved  by  Dr.  Brewer,  seconded  by  Dr.  Dudley 
and  unanimously  carried  that  the  stated  policy  of  the 
Benevolent  and  Loan  Fund  Committee  be  amended 
thusly:  that  an  intern  or  resident  may  be  considered  for 
a loan  under  the  Benevolent  and  Loan  Fund  (medical 
student  loan)  program  under  extreme  extenuating 
circumstances. 

MEETING  ADJOURNED  AT  12:25  P.M. 

Charles  E.  Henderson,  M.D. 

Secretary 
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MANAGEMENT 


Your  investment  portfolio  can  be  tailored 
to  your  needs  and  objectives  through  con- 
tinuous professional  management. 

• • • You  may  wish  growth  type  securities. 
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management. 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS.. 


[alMaier 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 

Sd.it  ions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
q, tribute  to  sodium  retention ..  .the  enteric  coating  assures 
;■  tolerance...  and  clinical  experience  shows  that  this  prepara- 
tion  does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad: 
justment  of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC  — 
Pabalate-SF  with  hydrocortisone. 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

— the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


one  of  the  fundamental  drugs  in  medicine 

O 


Smith  Kline  & French  Laboratories 
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THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 
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MAURICE  ROSENTHAL,  M.D. 
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GERALDINE  PACE,  M.D. 
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MARCY  L.  SUSSMAN,  M.D. 


Diplomat es  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 


1 1 30  E.  McDowell  Rd.  • 

Phone  AL  8-1601 


Phoenix,  Arizona 


Information,  Price  Lists  and  Mailing  Containers  upon  request. 


DOCTOR,  WILL  YOU  SPECIFY  DESERET'S  BRAND  OF 


MEPROBAMATE 


Desa-Bomate 


Proprietary  protection  of  your  prescription 
with  generic  economy  to  your  patient. 

DESERET  PHARMACEUTICAL  CO.  - Salt  Lake  City,  Utah 
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LOMOTIL 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


• lowers  motility 

• relieves  spasm 
•stops  diarrhea 


promptly 

promptly 

promptly 


.Lomotil  fulfills  the  first  order  of  treat- 
ment in  most  patients  with  diarrhea  — 
prompt  symptomatic  control. 

Pending  discovery  of  the  cause,  early 
cessation  of  diarrhea  is  almost  always 
urgently  indicated.  Prompt  sympto- 
matic control  averts  distress,  dehydra- 
tion and,  frequently,  severe  exhaustion. 

Both  experimental  and  clinical  evi- 
dence indicates  that  Lomotil  exerts  such 
control  efficiently,  safely  and  with  maxi- 
mal promptness. 

dosage: 

The  recommended  initial  adult  dosage 
is  two  tablets  (2.5  mg.  each)  three  or 
four  times  daily,  reduced  to  meet  the  re- 
quirements of  each  patient  as  soon  as 
the  diarrhea  is  controlled.  Maintenance 
dosage  may  be  as  low  as  two  tablets 
daily.  Childrens  daily  dosage  (in  di- 
vided doses)  varies  from  3 mg.  for  a child 
of  3 to  6 months,to  10  mg.  for  one  8 to  12 
years  of  age. 


cautions  and 
side  effects: 

Lomotil  is  an  exempt  narcotic;  its  abuse 
liability  is  low  and  comparable  to  that  of 
codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  rela- 
tively uncommon  but  among  those 
reported  are  gastrointestinal  irritation, 
sedation,  dizziness,  cutaneous  manifes- 
tations, restlessness  and  insomnia. 
Lomotil  should  be  used  with  caution  in 
patients  with  impaired  liver  function 
and  in  patients  taking  addicting  drugs 
or  barbiturates. 

Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the 
subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate 
overdosage. 

SEARLE 

Research  in  the  Service  of  Medicine 
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and  it’s  not  a once-over-lightly  one,  either. 
All  rubber  stoppers  used  in  Lilly  ampoules  are 
scrupulously  cleaned  with  a detergent  and  hot 
deionized  water  in  a special  washing  machine 
like  the  one  pictured  above.  This  removes  any 
: oreign  matter  adhering  to  them.  Then  the 
stoppers  are  autoclaved  at  120°  to  121  °C.  for 


one  hour.  They  are  now  clean,  sterile,  and 
ready  for  use.  In  case  the  stoppers  are  not 
used  within  seventy-two  horn’s,  they  are  re- 
turned for  resterilization.  □ This  meticulous 
process  is  only  one  of  the  many  safeguards 
to  insure  the  quality  of  the  finished  product 
and  to  protect  the  ultimate  user. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Hypoglycemia  Following 
Accidental  Ingestion  of 
Tolbutamide 

by 

Robert  G.  Beers,  M.D. 


In  contrast  to  insulin,  hypoglycemia  due  to  Tolbutamide  is  rare. 
Reported  here,  is  an  instance  of  hypoglycemia  occurring  in  a 72  year  old 
patient  following  the  accidental  ingestion  of  2 gms.  of  Tolbutamide.  The 
chemistry  and  mechanism  of  action  of  Tolbutamide  are  discussed. 


DESPITE  the  fact  that  Tolbutamide  has  been 
used  widely  since  1955,  the  incidence  of 
hypoglycemia  has  been  extremely  low.1,2’3  Marble 
and  co-workers  in  reporting  side  effects  in  over 
twenty-five  hundred  diabetics  listed  only  one  in- 
stance of  hypoglycemia.4  Other  series  have  con- 
firmed this  report.5’6’7  By  its  action  of  releasing 
insulin  from  the  beta  cells  of  an  already  com- 
promised pancreas,3  it  is  reasonable  to  assume 
that  the  total  amount  of  insulin  available  in  dia- 
betics is  relatively  diminished  and  that  the  prob- 
lem of  hypoglycemia  will  be  minimal.  However, 
the  use  of  Tolbutamide  has  also  been  reported 
in  the  treatment  of  multiple  sclerosis9,  paralysis 
agitans10,  acne,  staphyloderma31,  agina  pectoris12, 
peripheral  arteriosclerosis,  and  thromboangiitis 
obliterans13.  In  these  cases,  theoretically,  the  pan- 
creatic response  should  be  normal,  and  the  inci- 
dence of  hypoglycemia  should  be  very  high. 
Again  the  paucity  of  reports  indicates  the  wide 
range  of  safety  lies  in  its  use  in  non-diabetics. 
Except  in  isolated  cases  of  Parkinson’s  disease14, 
there  have  been  virtually  no  reports,  thus  giving 
credence  to  the  theory  that  an  abnormal  mech- 
anism is  responsible  in  the  rare  case  of  hypogly- 
cemia rather  than  overaction  of  the  normal  phar- 
macologic properties  of  the  drug15.  The  unusual 
circumstances  surrounding  the  hypoglycemic 
episode  in  an  elderly  non-diabetic  make  this  case 
unusual  enough  to  report. 

Dr.  Beers  has  offices  at  444  W.  Osborn  Rd.,  Phoenix,  Arizona. 


A seventy-two  year  old  woman  was  seen  Sep- 
tember 29,  1962,  as  a medical  emergency  be- 
cause of  weakness  and  mental  confusion.  She 
became  gregarious,  loud,  and  developed  slurred 
speech  which  progressed  rapidly  to  unconscious- 
ness. Her  health  had  been  excellent  during  the 
preceding  twenty-four  hours.  She  had  taught 
Sunday  school  and  had  then  gone  to  her  friends’ 
house  for  lunch.  At  approximately  four  p.m.  there 
was  a definite  personality  change.  Her  reasoning 
became  clouded,  the  speech  was  slurred  and 
abusive,  and  about  thirty  minutes  after  onset  she 
lapsed  into  unconsciousness.  There  was  no  loss 
of  bowel  or  bladder  control,  no  seizures,  chest 
pain  or  palpitation.  There  was  no  history  of  nau- 
sea, nocturia  or  polydipsia.  Her  weight  had  been 
constant.  Back  pain  from  osteoarthritis  had  been 
a problem  over  the  previous  five  years  for  which 
she  took  six  to  ten  aspirin  per  twenty-four  hours. 

Her  habits  had  always  been  temperate,  the 
patient  neither  smoked  nor  drank.  Her  only 
medications  besides  aspirin  were  vitamins  and 
Diuril  (500  mgs.)  once  daily  for  a mild  hyperten- 
sion. In  the  past,  her  health  had  been  good. 
Scarlet  fever  complicated  by  pneumonia  at  age 
thirteen,  and  a radical  mastectomy  in  1940  fol- 
lowed by  x-ray  therapy  with  no  apparent  recur- 
rence were  the  only  positive  findings.  The  father 
died  at  age  seventy-seven  of  carcinoma  of  the 
bladder,  and  the  mother  at  age  fifty-four  of  a 
cerebral  hemorrhage,  having  been  a mild  dia- 
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betic  prior  to  death.  The  patient  has  two  children 
living  and  well. 

PHYSICAL  examination  was  that  of  an  elderly, 
pale,  unconscious  white  female;  height  63& 
inches,  weight  141  pounds.  Blood  pressures  of 
150/90,  right  arm,  and  170/90,  left  arm,  were 
recorded.  Vital  signs  included  respirations  20, 
pulse  84,  rectal  temperature  99.0  degrees.  The 
pupils  were  normal,  equal  and  reacted  poorly  to 
light.  The  ocular  fundi  were  visualized  with  dif- 
ficulty but  no  hemorrhages  or  exudates  were 
seen.  The  eyes  moved  in  a haphazard  manner. 
Examination  of  the  skull,  nose,  ears  and  throat 
added  nothing  of  significance.  There  was  no 
evidence  of  injury  or  bleeding  from  the  ears.  The 
neck  was  supple.  There  was  a radical  mastectomy 
scar  on  the  left  side  with  no  masses  or  palpable 
nodes.  The  rib  cage  expanded  approximately  one 
inch  and  vesicular  breath  sounds  were  audible 
in  all  portions  with  neither  dullness  nor  hyper- 
resonance. The  heart  rate  was  84,  rhythm  regular, 
with  first  and  second  heart  sounds  distinct.  The 
apex  beat  could  be  palpated  in  the  fifth  left  in- 
tercostal space  nine  cms.  from  the  midline.  The 
area  of  cardiac  dullness  was  not  increased  and 
no  murmurs  were  present.  Examination  of  the 
kidneys,  liver  and  spleen  was  normal  with  no 
tenderness  or  rigidity  in  the  abdomen.  Slightly 
hypoactive  bowel  sounds  were  present.  Deep 
tendon  reflexes  were  diminished  but  equal  and 
the  Babinski  sign  was  absent.  She  did  not  re- 
spond to  painful  stimuli. 

The  laboratory  finding  were  as  follows:  Bed 
blood  count  4.2  million,  hemoglobin  13.1  grams, 
hematocrit  40  mm.,  white  blood  count  13,000 
with  72  segs.,  5 stabs.,  17  lymphocytes  and  6 
monocytes.  Urinalysis  revealed  a specific  gravity 
of  1.012,  albumi,  glucose  and  acetone  absent,  and 
the  microscopic  was  negative.  Blood  sugar  was 
40  milligrams  per  cent,  uric  acid  5.7  milligrams 
per  cent.  Spinal  fluid,  initial  pressure,  was  95 
mm.  of  water  with  manometries  normal.  Protein 
37  milligrams  per  cent,  sugar  35  milligrams  per 
cent,  no  cells.  VDRL  and  colloidal  gold  curves 
were  normal.  The  prothrombin  time  was  13  sec- 
onds (60  per  cent  activity)  with  a twelve-second 
control. 

fjpESTS  done  over  the  subsequent  days  of  hos- 
£ pitalizotion  included  a normal  chest  x-ray, 
negative  upper  GX  series,  negative  latex  fixation 
for  rheumatoid  arthritis,  and  cholesterol  of  288 


milligram  per  cent.  Smears  of  the  cervix  were 
reported  as  Class  I negative.  X-rays  of  the  hips 
revealed  advanced  degenerative  changes.  The 
electrocardiogram  was  normal.  A five-hour  glu- 
cose tolerance  test  done  several  days  after  onset 
of  the  present  illness  was  as  follows:  105  milli- 
grams per  cent  (fasting),  143  milligrams  per  cent 
(one  hour),  110  milligrams  per  cent  (two  hours), 
74  milligrams  per  cent  (three  hours),  87  milli- 
grams per  cent  (four  hours),  and  85  milligrams 
per  cent  (five  hours). 

Hospital  Course:  After  a preliminary  examina- 
tion at  home,  the  patient  was  transferred  directly 
to  the  emergency  room  with  a tentative  diagnosis 
of  basilar  artery  thrombosis.  A urinary  catheter 
was  inserted  and  a negative  urine  obtained.  A 
lumbar  puncture  was  performed  and  10  per  cent 
dextrose  in  water  intravenously  was  begun  as 
supportive  therapy.  The  etiologic  concepts  of  the 
disorder  changed  radically  when  the  spinal  fluid 
sugar  was  reported  as  35  milligrams  per  cent  and 
the  blood  sugar  40  milligrams  per  cent.  She  was 
then  given  100  cc.  of  50  per  cent  glucose  intra- 
venously with  a gradual  return  to  consciousness. 
Aside  from  generalized  weakness,  the  patient  had 
returned  to  her  usual  state  of  health  by  morning. 
It  was  then  discovered  that  she  had  taken  four  of 
her  husband’s  0.5  Gm.  Tolbutamide  tablets  by 
mistake  during  the  night  prior  to  the  onset  of 
symptoms,  believing  them  to  be  aspirin. 

Discussion 

The  action  of  Tolbutamide  has  been  studied 
extensively.  Its  site  primarily,  if  not  solely,  is  in 
the  pancreas  with  release  of  insulin  from  the  beta 
cells.16'17’18'19  In  a beautiful  study  by  Lacy20,  using 
electron  microscopic  technique,  he  reported  the 
following  sequence  of  events.  Ergastoplasm  is 
transformed  to  a vesicular  form  thus  allowing 
beta  granules  to  form  within  the  ergastoplasmic 
sacs.  The  granules  with  their  encasing  sacs  move 
to  the  surface  of  the  cell  where  they  are  liberated 
by  eminocytosis.  Once  in  the  extra  cellular  space, 
the  granules  undergo  dissolution  and  insulin  is 
released  into  the  blood  stream.  Other  theories  of 
Tolbutamide  action,  such  as  increased  peripheral 
utilization  of  glucose21,  increased  storage  of  gly- 
cogen by  the  liver22,  and  the  release  of  protein 
bound  insulin23,  play  a minor  and  decreasingly 
significant  role  in  the  theories  of  action. 

Chemically,  Tolbutamide  is  closely  related  to 
the  sulfanilamide  derivatives,  differing  in  that  an 
amino  group  is  present  in  the  para-position.  This 
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makes  it  devoid  of  antibacterial  action  and  pre- 
vents its  acetylation  (the  usual  method  of  sulfa 
degradation)  in  the  body.  The  p-methyl  group, 
which  is  present  in  place  of  the  amino  group,  is 
carboxylated  to  COOH,  producing  a metabolical- 
ly  ineffective  compound  which  is  the  excreted  in 
the  urine24.  It  is  estimated  that  the  effective  bio- 
logic half-life  of  Tolbutamide  is  between  three 
and  five  hours10.  The  efficiency  of  the  carboxyla- 
tion  was  extensively  tested  by  Forist  and  Chuli- 
ski25  who  concluded  that  “the  oxidation  of  Ori- 
nase  to  its  carboxyl  derivative  is  a most  efficient 
process.” 

In  the  patient  reported,  the  delay  in  onset  of 
action  and  the  prolonged  hypoglycemic  periods 
reported  elsewhere14  can  best  be  explained  by 
either  failure  of  normal  absorption  from  the  gas- 
trointestinal tract  or  by  failure  of  the  carboxyla- 
tion  process.  The  onset  of  symptoms  approxi- 
mately fifteen  hours  after  ingestion  of  the  drug 
and  three  hours  after  a meal  make  the  second 
hypothesis  the  most  attractive. 

OTHER  causes  of  hypoglycemia  were  not  seri- 
ously considered.  Fibrogenic  tumor,  adrenal 
disease  and  liver  disease  seemed  unlikely  in  view 
of  the  history  and  physical  findings.  Pancreatic 
disease  and,  in  particular,  an  insulin-producing 
tumor  were  discounted  by  the  normal  glucose 
tolerance  test  and  the  normal  upper  GI  series. 
The  factitious  administration  of  insulin  and  func- 
tional hypoglycemia  were  possibilities  invali- 
dated by  the  subsequent  excellent  health.  The  in- 
creased sensitivity  of  older  people  to  Tolbutam- 
ide26 was  substantiated  by  this  case. 

In  summary,  a case  of  hypoglycemia  following 
accidental  ingestion  of  Tolbutamide  has  been 
presented.  The  chemistry  and  mechanism  of  ac- 
tion were  discussed  in  relation  to  a possible 
breakdown  of  the  carboxylation  system.  The  age 
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of  the  patient,  severity  of  the  reaction  in  relation 
to  the  dose,  and  the  delay  in  onset  of  symptoms 
have  made  this  case  unusual  enough  to  report. 
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PHARMACY  OWNERSHIP  BLACK  OR  LIGHT  GRAY? 

To  the  best  of  our  knowledge,  Hippocrates  never  commented  on  the  physician  who  owns  a 
pharmacy.  This  is  too  bad  because  the  pot  keeps  boiling  and  a few  words,  dating  back  to  a 
senior  statesman,  might  help.  . . . We’re  not  in  favor  of  physicians  owning  drug  stores.  In  fact, 
we  think  that  any  physician  who  owns  such  an  establishment  may  be  asking  for  undeserved  abuse. 
But  at  the  same  time,  we  re  not  against  owning  private  property.  Our  gripe,  if  we  may  call  it  that, 
is  with  those  who  sneak  around  and  try  to  paint  something  black  that  is,  at  worst,  only  light  gray.— 
Editorial,  GP,  29:6  (June)  1964. 
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An  Injury  Profile  Study  c “TkIAS 

J.  Ballard  Washburn,  M.D. 


The  Building  of  a Large  Dam  in  Arizona;  Initial  Report 


This  paper  has  a very  brief  background  of  the  building  of  the  Glen 
Canyon  Dam  and  a description  of  the  manner  in  which  it  was  done.  The 
paper  then  goes  on  with  a description  of  the  summary  of  the  types  of  in- 
juries that  were  treated  and  the  accident  frequency  in  building  this  dam 
in  comparison  with  other  dams.  It  has  a description  of  the  severe  injuries 
which  resulted  in  the  death  of  fifteen  workmen.  A general  description  of 
some  of  the  results  and  outcome  of  the  treatment  is  included. 


SOME  of  man's  prominent  achievements  in  the 
never  ending  battle  to  tame  nature’s  resources 
have  been  the  building  of  dams  and  bridges 
across  rivers.  As  more  knowledge  and  ability 
have  accumulated,  more  ambitious  and  extensive 
construction  projects  have  been  undertaken.  Such 
a project  is  the  Glen  Canyon  Dam. 

Approximately  ten  miles  from  the  Utah- Ari- 
zona border  in  the  wild,  rocky,  gorge-filled  por- 
tion of  northern  Arizona  on  the  Colorado  River, 
a dam  was  started  in  1956.  It  was  to  rival  Hoover 
Dam  in  volume  of  concrete  and  in  height,  when 
completed  in  1963.  Prior  to  the  completion  of  the 
dam,  a single  span  of  steel  arch  bridge  was  built 
across  the  700  foot  deep  gorge  and  the  town  of 
IJage.  Arizona,  came  into  being. 

Doctor  Fredell  has  offices  at  120  West  Fine  Avenue,  Flagstaff 
Arizona. 

Doctors  Kazan  and  Washburn  have  offices  at  549  South  Nava- 
jo  Drive,  rage,  Arizona. 


It  was  within  this  setting  that  our  study  was 
done.  The  early  problems  of  the  sources  of  the 
labor  supply  and  the  wide  variety  of  jobs  made 
the  workman’s  safety  difficult.  Prior  to  the  un- 
dertaking of  the  project,  estimates  were  made 
concerning  the  probable  death,  accident  and  dis- 
ability rates.  After  a lapse  of  almost  seven  years, 
it  can  be  stated  with  justifiable  pride  that  the 
estimators  were  very  wrong  and  that  the  safety 
departments  of  the  various  contractors  and  the 
U.  S.  Bureau  of  Reclamation  had  done  their 
job  well. 

The  project  progressed  through  various  phases 
of  work  which  presented  their  own  particular  job 
hazards  and  injuries. 

In  1956  the  project  was  begun  by  the  miners 
who  started  the  rock  tunnel  construction.  Access 
to  the  canyon  floor  for  the  electrical  power  plant 
and  diversion  of  water  around  the  side  of  the 
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TABLE  I 

Causes  of  274  Lost-Time  Accidents  By  9 Dam  Site 


Falls  of  Persons 82 

Falling  Objects 62 

Handling  Material  or  Equipment 70 

Vehicles  13 

Flying  Particles  12 

Non-Classified  8 

Striking  against  Material 6 

Explosions 4 

Jumping  to  or  From  Places 4 

Machinery 4 

Electricity 3 

Flash  Burns  2 

Railroads 1 

Elevators 1 

Dust  - Chemicals  - Gases 1 

Hand  Tools 1 


dam  construction  were  required.  During  1957  the 
tunnel  construction  was  carried  to  completion 
and  the  bridge  was  begun.  During  1958  the  dam 
keeways  were  excavated  from  the  rocky  canyon 
walls  and  the  water  was  diverted  into  the  two 
tunnels  from  the  river  bed. 

Excavation  of  the  river  bed  down  to  solid 
rock  foundation  with  the  first  placement  of 
concrete  was  done  in  1960.  The  bridge  had  been 
completed  the  previous  year.  The  aggregate  and 
batch  plant  began  operating  in  1960  and  has  con- 
tinued until  the  present,  with  work  emphasis 
mainly  on  placement  of  concrete.  Construction 
of  the  electrical  power  house  on  the  canyon  floor 
below  the  dam  has  continued  from  1961  and  will 
continue  until  1966  when  the  last  generator  will 
be  installed.  Electrical  transmission  lines  and 
power  stations  will  continue  to  be  installed  dur- 
ing the  next  three  years. 

From  the  foregoing,  it  is  apparent  that  the 
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workman  found  possible  injury  and  death  in  a 
wide  variety  of  locations.  And  injuries  and  deaths 
did  occur  in  several  ways.  In  an  analysis  of  the 
274  documented  lost-time  accidents  that  occured 
on  this  project  up  to  May  1,  1963,  the  U.  S.  Bu- 
reau of  Reclamation  Safety  Department  found 
several  causes  for  them. 

It  is  of  interest  that  almost  30%  of  the  accidents 
were  due  to  the  workmen  falling;  that  25.5% 
were  due  to  the  handling  of  equipment  or  materi- 
al; that  22%  were  due  to  falling  objects. 

The  fatal  injuries  have  been  analyzed.  It  is  of 
some  interest  that  the  bulk  of  the  fatal  injuries 
were  those  with  instantaneous  death  due  to  mass- 
ive multiple  injuries.  Two  patients  died  after  they 
had  successfully  reached  the  Page  Hospital  dur- 
ing the  period  of  this  study.  Both  of  them  had 
massive  injuries  which  prevented  effective  surgi- 
cal therapy.  It  is  of  note  that  there  were  no 
deaths  from  the  bridge  construction.  Of  the  15 
deaths,  eight  were  due  to  falling  rock  and  equip- 
ment, or  of  a workman.  Four  were  associated 


TABLE  IA 

UNITED  STATES  BUREAU  OF  RECLAMATION 
ACCIDENT  DATA  PERTAINING  TO  THE 
BUILDING  OF  OTHER  DAMS. 


Project 

Man-Hours 

Accident 

Frequency 

Rate 

Fatalities 

1.  Columbia  Basin 

26,306,939 

65.8 

36 

1934-1946 

2.  Shasta  Dam 

24,822,615 

95.1 

29 

1938-1947 

3.  Hungry  Horse 

13,296,335 

38.6 

20 

1946-1953 

Accident  Frequency  Rate  — Number  of  disabling  injuries 

per  million  man  hours  of  ex- 
posure 

The  Glen  Canyon  Project  has  had  an  accident  frequency 
rate  of  18.6  to  17.9  to  date  in  over  18,000,000  man-hours 
of  work 
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with  vehicles  and  two  occurred  in  a freak  ac- 
cident when  a pipe  exploded  while  it  was  being 
cut  with  a torch. 

The  non-fatal  injuries  that  were  severe  enough 
to  require  hospitalization  or  loss  of  time  from 
work  have  been  analyzed.  Not  all  of  the  patients 
who  were  hospitalized  were  considered  as  lost- 
time accidents  by  the  safety  department.  Hence 
the  discrepency  of  figures  presented  and  the 
previously  mentioned  274  accidents. 

An  important  factor  in  the  early  phase  of  the 
project  was  the  lack  of  hospital  facilities  at  the 
dam  site.  Observation  of  the  less  severely  injured 
patient  was  done  in  the  physician’s  office  and  in 
the  home  of  the  patient.  Many  men  with  minor 
or  less  severe  injuries  were  returned  to  work  of 
light  duty  status  in  the  first  year,  who,  in  later 
years,  would  have  been  observed  in  the  hospital 
or  kept  from  working.  The  change  in  the  type  of 
environment  also  played  a role  in  this  shift  in  the 
lost-time  status  of  the  workman.  Once  concrete 
placement  had  begun,  there  were  ladders  to 
climb  and  slippery  conditions  under  foot  that 
made  the  partially  injured  workman  not  suited 
for  the  job. 

Many  minor  injuries  that  were  cared  for  in  the 
physician’s  office  and  the  emergency  room  of  the 
hospital,  with  prompt  return  of  the  workman  to 
his  job,  are  not  considered.  There  were  378  non- 


fatal  more  serious  injuries  that  either  required 
hospitalization  or  required  time  lost  from  the  job 
to  treat  them.  Twenty-six  patients  were  of  the 
latter  category. 

The  commonest  injury  in  this  group  of  patients 
was  a fracture  of  a bone.  A large  number  of  pa- 
tients had  an  injury  to  their  back.  The  type  of 
work  could  account  for  this  high  incidence  of 
back  injury. 

As  one  studies  the  tabulation  of  injuries, 
some  follow-up  information  is  available.  There 
were  42  head  injuries  including  four  severe  cere- 
bral contusions.  One  of  these  patients  is  a per- 
manent mental  defective.  Of  the  25  eye  injuries, 
there  have  been  three  cases  of  complete  loss  of 
vision  and  one  partial  loss  of  vision.  The  25  neck 
injuries  produced  two  cases  of  ruptured  inter- 
vertebral disc.  One  of  them  required  removal  of 
the  disc  and  fusion  of  the  cervical  spine.  Among 
the  93  back  injuries,  there  were  13  cases  of  her- 
niated lumbar  intervertebral  disc.  Eleven  of  them 
required  excision.  There  was  one  traumatic  para- 
plegia. Permanent  disability  of  a varying  degree 
occured  following  all  of  the  amputations.  The  25 
joint  injuries  produced  two  shoulder  cuff  and  five 
knee  ligament  tears  that  required  repair.  Two 
acute  ganglions  were  excised  and  one  splenecto- 
my was  done. 

Most  of  the  primary  infections  were  a result  of 


TABLE  II 

Causes  of  15  Fatal  Injuries  By  A Dam  Site 


A.M. 

26 

M 

Multiple  Injuries 

Falling  Rock  in  Canyon 

V.S. 

37 

M 

Multiple  Injuries 

Falling  Rock  in  Tunnel 

B.P. 

34 

M 

Multiple  Injuries 

Falling  Rock  in  Tunnel 

E.T. 

55 

M 

Multiple  Injuries 

Vehicle  Collision  with  Cliff 

J.c. 

26 

M 

Crushed  Chest 

Motor  Train  Ran  over  Him 

R.F. 

38 

M 

Multiple  Injuries 

Falling  Rock  in  Canyon 

L.H. 

40 

M 

Crushed  Skull 

Struck  by  Truck  Bed 

B.M. 

53 

M 

Suffocation 

Covered  with  Sand  and  Gravel 

V.McN. 

39 

M 

Crushed  Skull 

Truck  Ran  Over  Him 

W.K. 

20 

M 

Hemorrhage  from 
lacerated  subcla- 
vian vein  and  su- 
perior vena  cava 

Perforating  wound  due  to 
Exploding  Pipe  Fragments 

R.W. 

38 

M 

Hemorrhage  from 

Crushed  liver, 

Spleen  and  great 
abdominal  vessels 

Struck  by  Swinging  Cement 
Bucket 

R.G. 

46 

M 

Depressed  Skull 

Fracture 

Fell  in  Canyon 

W.C. 

36 

M 

Crushed  Chest 

Fell  in  Canyon 

A.V. 

28 

M 

Crushed  Skull 

Equipment  Fell  on  Him 

A.K. 

35 

M 

Multiple  Penetrat- 
ing wounds  of 
skull,  chest  and 
abdomen 

Exploding  Pipe  Fragments 
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what  was  considered  at  the  time  to  be  a minor 
puncture  wound.  Most  of  the  burns  were  due  to 
contact  with  cement  dust.  The  type  of  burn  was 
more  of  an  allergic  dermatitis  that  took  consid- 
erably longer  to  heal  than  the  usual  thermal 
burn.  The  four  men  overcome  by  ammonia  gas 
did  well  except  for  one  man  who  has  had  dyspnea 
on  exertion. 

It  is  of  note  that  only  one  man  became  psy- 
chotic under  the  stresses  of  the  hazardous  work- 
ing conditions.  Motivation  encouraged  by  good 
pay  and  a certain  appreciable  turnover  in  person- 
nel were  two  important  factors  in  limiting  emo- 
tional illness  to  less  severe  types. 

The  experience  with  skeletal  injuries  has 
been  tabulated.  Due  to  the  variety  of  referral 
destinations  early  in  the  construction,  a thorough 
follow-up  has  not  been  possible  at  this  time. 

TABLE  III 

TYPES  OF  NON-FATAL  INJURIES  IN  378  PATIENTS 
BY  A DAM  SITE  - NOVEMBER  1957  to  MAY  1963 


1.  Head  Injuries 

Cerebral  Concussion  23 

Cerebral  Contusion  4 

Severe  Scalp  Lacerations  16 

2.  Eye  Injuries 

Conjunctival  or  Corneal  Foreign  Body 

with  Conjunctivitis  or  Iritis  12 

Corneal  Flash  Burns  9 

Intraocular  Foreign  Body 2 

Severe  Contusion  of  the  Globe 1 

Severe  Laceration  of  the  Globe  1 

Severe  Irreparable  Trauma  of  the  Globe 1 

3.  Neck  Injuries 

Severe  Museuloligamentous  Sprain  18 

Severe  Cervical  Contusion  4 

Herniated  Intervertebral  Disc  2 

Ruptured  Arytnoid  Cartilage 1 

4.  Back  Injuries 

Severe  Museuloligamentous  Sprain  67 

Herniated  Intervertebral  Disc  13 

Severe  Lumbar  Contusion  13 

5 Acute  Inguinal  Hernia 7 


TABLE  IV 

TYPES  OF  NON-FATAL  INJURIES  IN  378  PATIENTS 
BY  A DAM  SITE  - NOVEMBER  1957  to  MAY  1963 


6.  Visceral  Injuries 

Contusion  of  the  Kidney 2 

Ruptured  Spleen  1 

7.  Severe  Abrasions,  Contusions  and/or  Lacerations  68 

8.  Joint  Injuries 

Ligament  Tears 

Ankle 8 

Shoulder  3 

Knee  7 

Cartilage  Tears  — Knee  5 

Acute  Ganglion  2 

9.  Burns 

Chemical 9 

Thermal  5 

Electrical  2 

10.  Infections,  Primary 9 

11.  Overcome  by  Ammonia  Gas 4 

12.  Psychotic  1 


The  shaft  of  the  tibia  was  the  commonest  site 
of  injury  seen  in  this  series  of  100  fractures.  Five 
were  open  fractures  and  six  of  the  thirteen  re- 
quired open  reduction.  One  of  the  closed  frac- 
tures had  a non-union  requiring  a bone  graft  and 
one  of  the  open  fractures  had  a non-union  requir- 
ing a bone  graft.  One  case  developed  osteomy- 
elitis which  responded  to  therapy. 

Of  the  11  cases  of  fractured  calcaneus,  six  de- 
veloped disability  that  required  a subtalar  fusion. 
Both  cases  of  a fractured  humerus  were  open 
fractures  requiring  open  reduction.  One  patient 
has  permanent  limitation  of  motion  of  the  elbow. 

The  remainder  of  the  tabulated  fractures  were 
uncomplicated  and  associated  with  no  known 
permanent  disability. 


TABLE  V 

TYPES  OF  NON-FATAL  INJURIES  IN  378  PATIENTS 
BY  A DAM  SITE  - NOVEMBER  1957  to  MAY  1963 


13.  Fractures 

100  Fractures 
Total  Closed 

Open 

82  Patients 
Open  Red’n 

Upper  Extremity 

Scapula 

2 

2 

— 

— 

Humerus 

9 

— 

2 

2 

Radius  & Ulna 

9 

7 

1 

1 

Metacarpal 

5 

5 

— 

— 

Radius 

2 

2 

— 

— 

Phalanges 

5 

4 

1 

1 

Trunk 

Vertebra 

9 

9 

— 

— 

Ribs 

9 

9 

— 

— 

Coccyx 

4 

4 

— 

— 

Pelvis 

3 

3 

— 

— 

Skull 

2 

2 

— 

— 

Lower  Extremitv 

Tibia  Shaft 

13 

8 

5 

8 

Tibia  Malleolus 

3 

3 

— 

— 

Fibula 

6 

5 

— 

— 

Femur 

4 

4 

— 

3 

Patella 

4 

3 

1 

3 

Calcaneus 

11 

11 

— 

6 

Metatarsal 

7 

7 

— 

— 

Phalanges 

1 

— 

1 

1 

3 7 £ Mold?  tel  Accidents  France  & 


422  XYQuv;. 


Sack  1: n juries 

S0.vc.re  Abrnsiuti® 

arui  Lacerations 

42  Head  Xujwriss 

P Injuries 

25  Seek  Injuries 

25  Joint  Injuries 

1$  Bums 
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There  were  no  additional  known  major  deep 
wound  infections  in  any  of  the  survey  done  for 
the  injuries  sustained  on  the  project. 

1.  A profile  study  of  the  injuries  sustained  by 
the  workmen  while  building  a major  dam  and 
bridge  in  a remote  portion  of  northern  Arizona 
has  been  presented. 

2.  The  fatal  and  non-fatal  injury  rate  has  been 
far  below  the  estimates  prior  to  the  construction. 

3.  The  fatal  injuries  have  all  been  massive  and 
often  instantaneous.  Only  two  of  the  workmen 
who  were  evacutated  to  the  Page  Hospital  fol- 
lowing injury  during  a seven-year  period  have 
died.  Both  had  injuries  that  prevented  successful 
treatment. 


4.  Injuries  to  the  back  were  more  frequent 
than  were  expected. 

5.  The  commonest  cause  of  injuries  have  been 
falling  workmen,  falling  objects,  and  the  hand- 
ling of  equipment  and  material. 

6.  The  small  number  of  cases  of  severe  emo- 
tional illness  is  noteworthy. 
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INTERNATIONAL  USE  OF  EMERGENCY  MEDICAL 
IDENTIFICATION  SYMBOL 


The  emergency  medical  identification  symbol  sponsored  by  the  American 
Medical  Association  for  universal  use  was  adopted  by  the  Assembly  of  the  World 
Medical  Association  at  their  meeting  in  Helsinki,  Finland,  in  June,  1964. 

The  resolution  stated  “that  this  symbol  — be  adopted  by  the  World  Medical 
Association  as  the  universal  emergency  medical  information  symbol,  and  that 
its  use  on  identification  tags,  bracelets  and  cards  be  encouraged  among  the  peo- 
ple of  the  world.” 

International  travellers  wearing  the  universal  symbol  as  an  indicator  of  their 
special  needs  in  an  emergency,  will  soon  have  it  recognized  for  what  it  is  in 
the  58  member  nations  of  the  WMA.  This  is  a significant  advance  in  interna- 
tional cooperation  for  health  protection. 

Information  about  the  symbol  and  its  use  may  be  obtained  from  the  Amer- 
ican Medical  Association. 
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MRS.  STEVENS 


Arizona’s  History  of  Surgery 

Part  V 


by 

Audrey  D.  Stevens 


This  concludes  a picturesque  account  of  the  lives  and  times  of  our 
hardy  predecessors. 


THE  story  concerning  the  two  rooms  with  old 
fashioned  spring  cots  that  the  people  of  Globe 
called  a hospital  was  so  interesting  I just  couldn’t 
resist  the  temptation  of  including  it  in  this  paper. 

Dr.  Ira  A.  Vail  was  both  doctor  and  miner  and 
delivered  the  first  baby  in  the  new  settlement 
of  Globe  in  1877.  Three  years  later  Mrs.  Van 
Wageman  was  entertaining  guests  in  her  home 
and  while  they  were  playing  Whist  she  suggested 
that  the  people  there  get  their  friends  together 
and  organize  a campaign  for  a hospital.  They 
all  agreed  that  especially  with  the  typhoid,  etc. 
there  was  a terrible  need  for  a hospital  and 
promptly  elected  officers,  etc. 

It  was  Mr.  Van  Wageman ’s  duty  to  raise  the 
money  for  said  hospital  and  so  her  first  stop 
was  at  the  Champion  Saloon,  run  by  W.  F. 
McNelly  and  Feliz  Knox,  neighbors  of  Mrs. 
Van  Wageman’s. 

Mr.  McNelly  gave  her  fifty  dollars  and  called 
to  Feliz  Knox  who  was  running  the  back  room 
and  told  him  what  Mrs.  Van  Wageman  wanted. 
Mr.  Knox  rushed  to  the  back  room,  told  the 
boys  at  the  gaming  tables  what  she  wanted  — 
swept  the  money  off  the  tables  into  his  hat  and 
presented  the  money  to  Mrs.  Van  Wageman.  He 
then  closed  the  gambling  tables  for  the  afternoon 
and  proceeded  to  help  her  collect.  That  day  after 
having  tried  to  collect  from  all  the  people  on 
Broad  Street  she  had  $1,700.00  to  start  the 
hospital. 

Poor  Dr.  Vail  was  killed  in  1882  while 


on  his  way  to  one  of  his  mines.  He  was  a wit- 
ness to  a holdup  and  since  he  knew  the  bandits 
he  was  killed  along  with  Andy  Hall,  an  express 
messenger.  The  lynching  of  the  two  bandits  was 
the  only  lynching  Globe  has  ever  had.  (25) 

In  Morenci,  Dr.  A.  M.  Tuthill  was  the  surgeon 
for  Arizona  Copper  Company  and  Detroit  Cop- 
per Company.  Dr.  John  Kennedy  in  an  article 
entitled  “Alexander  MacKenzie  Tuthill,  M.D.’ 
writes  about  an  operation  Dr.  Tuthill  performed. 
“He  was  a master  of  improvisation.  He  felt  much 
happier  if  a potato  masher,  some  nails  and  some 
odd  pieces  of  steel  were  in  the  operating  instru- 
ment setup.  It  was  in  Morenci  that  he  removed 
a large  tumor  of  the  uterus,  operating  on  a Mexi- 
can miner’s  wife  on  a dining  room  table.  His 
anesthetist  was  a one-eyed  grocery  clerk  who 
administered  the  chloroform  under  Dr.  Tuthill’s 
guidance.  The  tumor  was  difficult  to  extract,  so 
he  had  them  sterilize  a corksscrew  and,  in  those 
days  corkscrews  had  large  wooden  handles  on 
which  one  could  get  a grip.  With  this  he  extract- 
ed the  stubborn  growth.”  (26) 

A few  years  before  the  Lane  plate  appeared 
Dr.  Tuthill  performed  an  operation  on  a young 
girl  whose  curiosity  got  the  better  of  her  when 
she  went  to  the  mill  to  watch  the  wheels  turn 
and  caught  her  skirt  in  the  belt  of  the  machinery. 
Each  time  the  weeks  turned  her  head  “whamped 
against  the  floor  and  consequently  when  she  was 
rescued  the  top  of  her  head  was  crushed.  Dr. 
Tuthill  put  a silver  plate  in  the  girl’s  head.  I 
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am  happy  to  report  that  the  girl  lived  many  years 
with  the  plate  in  her  head  and  that  when  she  did 
die  it  was  not  because  she  had  been  “whamped” 
in  the  head  but  she  was  “whamped”  by  typhus. 

ONE  time  when  Dr.  Tuthill  was  in  New  York 
he  related  his  experience  with  this  patient  as 
well  as  his  experiences  with  improvised  metal 
plates  he  used  in  fractures  and  while  it  may  be 
a coincidence,  a few  years  later  the  Lane  plate 
appeared.  ( 27 ) 

After  Arizona  became  a state  the  doctors  who 
arrived  before  statehood  had  become  established 
and  were  becoming  known  for  their  good  surgery 
throughout  Arizona.  Many  doctors  were  turning 
out  good  work.  Some  of  them  who  haven’t  been 
mentioned  before  and  should  be  mentioned  are: 

Dr.  Mark  A.  Rodgers  — He  had  his  own  hospi- 
tal in  Tucson  from  1906  until  he  sold  it  in  1913. 
He  made  a special  study  of  abdominal  surgery 
and  gynecology.  ( 28 ) 

Dr.  Juel  I.  Butler  — Tucson  — Along  with 
thi  •ee  other  doctors  he  purchased  Dr.  Mark  A. 
Rodger’s  hospital.  (29) 

Dr.  Arthur  C.  Carlson  — Arrived  in  Jerome, 
1911.  Later  he  was  chief  surgeon  of  the  Marcus 
J.  Lawrence  Hospital  in  Cottonwood.  (30) 

Dr.  R.  D.  Kennedy  — Globe  — Along  with 
Dr.  C.  T.  Sturgeon,  also  of  Globe,  he  was  men- 
tioned as  a top  surgeon  in  many  of  my  letters 
from  retired  doctors.  (31)  He  was  particularly 
well  known  for  his  orthopedic  surgery.  During 
World  War  I he  was  loaned  to  Great  Britain 
as  an  orthopedic  surgeon.  (32) 

Dr.  R.  N.  Looney  — Prescott  — When  he 
started  practicing  in  McCabe  and  Prescott  he 
was  one  of  the  few  surgeons  in  that  section  of 
Arizona.  (33)  An  interesting  side  note  to  Dr. 
Looney’s  interesting  career  is  that  he  was  the 
main  instigator  in  bringing  the  first  Elk  (1913) 
into  Arizona.  (34) 

Also  about  this  time  the  doctors  were  going 
to  the  various  surgical  shrines  such  as  Mavos, 
Murphy  in  Chicago,  and  Crile  in  Cleveland. 
Some  also  went  to  Boston,  Baltimore  and  Eur- 
ope. 'Few  went  to  California,  El  Paso  was  sec- 
ond class,  New  Orleans  — only  for  the  southerns 
--  Texas  was  just  aborning.”  (35) 

On  one  such  trip  Dr.  John  E.  Bacon  as  well  as 
other  doctors  in  Arizona  learned  more  about 
spinals.  My  second  case  of  Dr.  Bacon’s  tape  re- 
cording reads,  ‘There  was  a young  Mexican  girl, 


I guess  she  was  about  fourteen  or  fifteen  who 
was  married  and  got  pregnant.  Her  husband 
worked  for  the  company.  One  day  they  called 
me  into  the  dispensary  to  look  at  her  and  I never 
saw  any  single  person  so  thoroughly  filled  with 
water  as  she  was.  Her  legs  were  swelled  up  and 
she  was  a tiny  person.  The  outlet  was  solid  and 
greasy  like  putty  but  it  wouldn’t  stretch.  The 
head  coming  down  from  within  would  strike  that 
solid  bunch  of  edematous  tissue  and  it  would 
stop  right  there.  I was  up  against  it!  The  mother 
had  a cold,  was  coughing  and  raised  a little 
blood.  I said  “There  is  nothing  to  it.  We  have  got 
to  get  this  kid  out  and  I can’t  give  her  any  anes- 
thetic except  a spinal,’  which  wasn’t  used  much 
at  that  time.  So  I gave  her  a spinal  anesthetic. 
I had  that  baby  out  in  sixteen  minutes,  she  was 
closed  up  within  twenty  minutes  and  made  an 
uneventful  recovery.  She  had  another  baby  two 
years  after  that  and  wanted  to  have  that  by 
Caesarian  section  also  but  I wouldn’t  do  it  and 
she  got  by  that  one  naturally.”  (36) 

This  case  was  discussed  at  the  Arizona  Medi- 
cal Meeting  in  1914  and  Dr.  Bacon’s  memory  was 
correct  except  for  the  age  of  the  patient.  The  pa- 
tient was  nineteen  instead  of  fifteen.  At  93/2  I 
hope  I can  do  as  well!  (37) 

The  year  (1912)  Dr.  John  E.  Bacon  w?as  Presi- 
dent of  the  Arizona  Medical  Association.  The 
Association  started  publishing  a medical  journal. 
The  editor  was  Dr.  W.  W.  Watkins.  The  Arizona 
Medical  Journal  had  for  one  thing  the  reprinting 
of  some  of  the  papers  given  at  the  meetings  and 
the  discussion  of  the  speaker’s  papers.  (38) 

AT  Bisbee,  in  May,  1912,  Dr.  C.  P.  Thomas,  of 
Los  Angeles,  gave  a paper  entitled  “Diagnosis 
and  Treatment  of  Some  of  the  Surgical  Diseases 
of  the  Stomach.”  The  January,  1913  issue  of  the 
journal  has  the  complete  paper  and  his  con- 
clusions were  as  follows:  “First,  that  all  cases 
of  disease  of  the  stomach  proper,  which  are  in- 
curable by  medicine,  are  either  curable  or  great- 
ly relieved  by  proper  surgery.  Second,  that 
posterior  gastrojejunostomy  is  the  operation  of 
choice  for  selected  cases  of  chronic  dilation,  ex- 
tensive malignancy  of  pyloris,  reported  hemor- 
rhage from  unhealed  ulcers  of  the  stomach  and 
pyloric  stenosis  from  vchatever  cause.  Third,  that 
in  addition,  partial  gastrectomy  is  a justifiable 
procedure  where  the  malignancy  involvement 
is  not  too  extensive,  and  all  infected  glands  can 
be  removed,  also  for  large  indurated  ulcers. 
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Fourth,  that  double  free-hand  suture  with  fine 
celluloid  linen  is  the  most  satisfactory  method  of 
anastomosis.  Fifth,  that  the  death  rate  from 
surgery  of  the  stomach  is  not  greater  than  other 
intra-abdominal  operations,  when  the  condition 
of  the  patient  is  taken  into  consideration.  I 
would  further  add  that  the  anastomosis  should 
be  made  with  the  lowest  portion  of  the  stomach 
and  the  highest  possible  place  on  the  jejunum, 
and  when  done  in  this  way,  so  far,  I have  never 
seen  a case  of  a vicious  circle.”  (39) 

T Globe  in  May,  1913,  Dr.  W.  G.  Randell  of 
Florence,  read  a paper  entitled  “The  Status  of 
Brain  Surgery  in  Mental  Disturbances.”  Part  of 
which  reads  “we  are  justified  in  operation  in  any 
case  of  traumatic  insanity  where  it  is  possible  to 
demonstrate  the  existence  of  a scar  or  depressed 
fracture,  or  even  a positive  history  of  a violent 
concussion  without  fracture,  and  in  this  connec- 
tion I give  this  case  history. 

A.Y.  Male-21  years  old.  Father  committed 
suicide.  Other  members  of  the  family  normal. 
Up  until  about  eighteen  months  ago  the  patient 
had  never  been  sick  to  amount  to  anything. 
Gave  no  history  of  venereal  disease  and  had  nev- 
er been  in  any  serious  trouble  before.  At  this 
time,  while  stationed  at  Fort  Bliss,  he  was 
thrown  from  his  horse  and  sustained  fracture  of 
the  left  post  central  region,  following  which  he 
was  confined  to  the  hospital  about  two  weeks, 
more  or  less  unconscious  and  at  times  violently 
maniacal.  After  being  released  from  the  hospital, 
he  at  two  different  times  tried  to  shoot  members 
of  his  regiment  for  petty  trouble,  for  which  his 
officers  refrained  from  punishing  him,  presum- 
ably for  the  reason  that  they  considered  him 
irresponsible.  On  the  night  of  October  30th,  1912, 
in  a fit  of  jealousy  because  he  found  one  of  his 
friends  in  company  with  a girl  of  poor  reputation, 
he  attempted  to  shoot  the  man,  but  missed  and 
killed  the  girl.  He  was  sentenced  for  second 
degree  murder.  From  the  time  of  his  incarcera- 
tion he  was  morose,  taciturn  and  evidently  suf- 
fering from  mental  aberration. 

On  the  morning  of  March  5th,  1913,  he  was 
brought  into  my  office  in  the  beginning  stage  of 
acute  mania.  Struggling  and  insisting  that  some- 
body was  trying  to  kill  him,  he  cowered  down 
in  his  chair  and  covered  his  face  as  though  try- 
ing to  protect  himself.  I ordered  two  attendants 
to  take  him  to  a cell  and  stay  with  him,  but  in 
a few  hours  he  was  violent,  had  to  be  given  seda- 
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tives,  and  it  took  four  men  to  hold  him  from 
hurting  himself  or  them.  He  refused  to  eat,  was 
very  fold  in  his  personal  habits  and  complained 
almost  constantly  of  an  occipital  headache.  The 
manias  lasted  about  a week,  after  which  he  grad- 
ually became  more  rational  and  then  I succeeded 
in  eliciting  the  foregoing  history  of  his  injury. 
On  examining  his  head  I found  scar  and  depres- 
sion over  left  post  central  region,  about  Jsth  inch 
lower  than  right  side,  extending  over  an  area 
about  2/2  inches  square.  On  March  26th  I operat- 
ed, elevating  the  depressed  area  of  bone.  To 
allow  for  sufficient  expansion,  I cut  away  the 
inner  table  and  the  intervening  cancellous  bone 
tissue.  He  made  an  uneventful  recovery  and 
has  been  perfectly  rational  up  to  the  present 
time.”  (40) 

In  the  July,  1914,  issue  a paper  was  printed 
entitled  “The  Post  Operative  Treatment  of  Our 
Abdominal  Cases,”  by  Dr.  A.  W.  Morton  of  San 
Francisco,  California.  Three  Arizona  doctors 
have  comments  about  the  paper.  Dr.  Bacon  dis- 
cussed the  caesarian  operation  I have  recorded  in 
this  chapter.  (41) 

Dr.  E.  Payne  Palmer,  of  Phoenix,  said,  “In  all 
emergency  cases  I wash  out  the  stomach  at  the 
end  of  the  anesthesia,  and  in  gall  bladder  and 
acute  appendicitis  cases,  this  should  be  done. 
— Regarding  the  stomach  condition,  my  nurses 
give  the  patient,  as  soon  as  the  patient  awakens 
and  asks  for  a drink,  a large  glass  with  saturated 
solution  of  bicarbonate  of  soda.  Shortly  after 
the  patient  vomits,  if  this  occurs,  she  gives  an- 
other glass.  I find  that  this  relieves  many  cases 
and  obviates  lavage.— (One  Case)  She  had  seven 
pints- of  water  and  no  vomiting  after  the  second 
dose  and  left  the  hospital  in  ten  days  well.  — I 
make  it  a rule,  in  most  cases,  to  let  the  patient 
get  up  when  they  want  to.  In  some  cases  it  is 
necessary  to  hurry  them  up  — where  there  is 
danger  of  hypostatic  pneumonia,  or  in  some 
cases,  cancer  of  the  stomach  where  a gastroenter- 
ostomy has  been  done,  when  the  patient  should 
be  up  as  soon  as  possible. ”(42) 

»R.  A.  J.  Murietta,  of  Jerome  said,  “I  use  the 
method  of  washing  the  stomach  before  mov- 
ing the  ptient  from  the  table.— Another  thing,  in 
operative  cases,  we  try  to  have  them  perfectly 
passive,  allowing  the  nurses  to  do  all  the 
work.  ”(43) 

“Bone  Transplantation  as  a Treatment  of  Frac- 
ture and  Fracture  Dislocation  of  the  Spine"  was 
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the  title  of  a paper  (Oct.  1914)  by  Dr.  E.  Payne 
Palmer.  His  conclusions  were  as  follows: 

1.  All  cases  of  injury  to  the  spine  with  de- 
formity and  paralysis  should  have  an  immediate 
exploratory  laminectomy. 

2.  Bone  transplantation  as  a treatment  for 
spinal  fractures  and  dislocations  offers  hope  to 
many  unfortunates  who  are  now  wearing  plaster- 
casts,  jackets  or  braces. 

3.  The  operation  is  not  a difficult  or  dangerous 
procedure  and  when  done  as  secondary  opera- 
tion, it  is  not  necessary  to  enter  the  cord  zone  in 
preparing  for  an  internal  splint,  which  gives 
immediate  immobilization,  extension  and  support 
to  the  injured  spine,  which  can  not  be  secured 
in  any  other  way. 

3.  A firm  bony  union  of  the  transplant  to  the 
spinous  processes  above  and  below  the  injury 
gives  the  injured  spine  a firm  supporting  power 
almost  up  to  normal. 

5.  Should  a bony  union  of  the  transplant  to 
the  spinous  process  fail,  the  transplant  would 
give  at  least  temporary  immobilization,  support 
and  extension  to  the  injured  spine  which  could 
be  secured  by  no  other  means. 

6.  Bone  transplantation  should  be  resorted  to 
after  laminectomy  in  most  cases  of  fracture  dis- 
location of  the  spine  where  the  cord  is  not  seri- 
ously injured.  In  the  majority  of  cases  it  can  be 
done  at  the  time  of  the  laminectomy. 

7.  It  is  best  to  splint  two  spinous  processes 
above  and  two  below  the  injury,  to  insure  union 
of  the  transplant  and  increase  the  strength  of  the 
spine. 

8.  The  action  of  the  spinal  ligaments  and  mus- 
cles are  not  materially  interfered  with,  so  good 
range  of  extension,  flexion  and  rotation  of  the 
spine  can  be  secured.  (44) 

In  the  November,  1915  issue  Dr.  Charles  S. 
Vivian  from  Humbolt,  Arizona  gave  a prelim- 
inary report  on  “Chronic  Appendicitis  in  Contra- 
Distinction  to  Sub  Acute  Form.”  He  concluded 
his  report  with  these  five  statements  — One, 
Chronic  Appendicitis  exists  as  a clinical  entity, 
and  differs  from  the  sub-acute  variety  in  not  hav- 
ing acute  exacerbations.  Two,  Chronic  Appendi- 
citis exists  more  frequently  than  it  is  diagnosed 
and  is  frequently  erroneously  treated  by  inter- 
nal medication.  Three,  Chronic  Appendicitis 
gives  rise  to  numerous  and  frequent  vague  symp- 
toms, and  should  be  suspected  whenever  general 
ill  health  is  the  presenting  symptom.  Four,  Re- 


peated physical  examinations  should  be  made 
and  the  diagnosis  proven  as  far  as  possible  by  ex- 
clusion. Five,  Other  things  being  equal  appen- 
dectomies should  be  performed  in  suspected 
cases  even  if  there  has  been  no  suggestion  of 
acute  attack.”  (45) 

After  Dr.  Vivan  completed  giving  his  paper  a 
discussion  was  held  and  there  were  two  schools 
of  thought.  Some  doctors  felt  that  many  an  ap- 
pendix was  needlessly  removed.  Still  others 
commented  that  there  were  more  cases  of  ap- 
pendectomies “around  loose”  than  they  knew 
of.  (46) 

In  the  1916,  March  issue  a statement  was  made 
that  Dr.  W.  W.  Watkins  had  resigned  as  editor 
of  the  Journal  and  that  the  Arizona  Medical 
Society  and  New  Mexico  Medical  Society  would 
be  under  a monthly  magazine  called  “South- 
western.” 

In  the  year  1944  a journal  called  “Arizona 
Medicine”  started  publication.  At  that  time  Dr. 
Otto  E.  Uttzinger  of  Ray,  Arizona  was  President. 

Conclusion 

I read  a newspaper’s  obituary,  author  un- 
known, that  was  written  regarding  a pioneer 
doctor.  I felt  it  would  fit  the  description  of  every 
early  doctor  I’ve  mentioned  and  so  decided  it 
was  only  fitting  to  use  it  at  the  conclusion  of 
this  paper. 

“EDITORIAL  - In  the  death  of  Dr 

, another  old  pioneer  of  Arizona 

passes  to  the  other  shore,  after  a frontier  life 
of  over  a quarter  of  a century,  spent  in  the  con- 
quest of  Arizona  to  civilization.  Only  a few  years 
more  and  the  last  of  the  old  pioneers  will  be 
called  to  rest.  The  work  which  has  been  done  in 
wresting  Arizona  from  the  control  of  savagery  in 
the  interest  of  American  civilization  will  soon 
be  forgotten  for  the  greater  part  of  their  work 
is  a sealed  book  known  only  to  the  pioneers  and 
which  passes  away  with  them.  If  the  mountain, 
the  plain,  and  the  canyon  could  speak  of  heroic 
deeds  the  pioneers  might  be  given  to  posterity; 
but  it  is  not  thus  and  the  heroism  and  the  hero 
passes  into  forgetfulness  together. ”( 1 ) 
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Measurement  of  Cholinesterase  Activity 

of  the  Blood 

by 

Robert  S.  Ganelin,  M.D. 


The  auihor  succinctly  reviews  the  pertinent  literature  concerning  this 
||  laboratory  test  and  presents  orginal  investigations  by  himself  and  his  col- 
leagues which  emphasize  its  limitations  as  a clinical  tool.  His  critical  ap- 
1 proach  makes  this  paper  a valuable  contribution. 


EASUREMENT  of  the  cholinesterase  activity 
of  the  blood  is  a widely  used  laboratory  test 
for  detecting  toxic  effects  of  exposure  to  organo- 
phosphorus  insecticides.  However,  discussions 
with  laboratory  personnel,  physicians,  and  per- 
sons in  industry  utilizing  this  test  have  revealed 
major  difficulties  in  its  interpretation.  One  rea- 
son for  these  difficulties  is  the  variability  of 
“normal”  values,  not  only  from  person  to  person 
but  in  the  same  person  from  time  to  time.  In 
addition,  insufficient  information  is  available  in 
the  general  medical  literature  concerning  the 
multiplicity  of  factors  affecting  cholinesterase 
activity,  its  response  in  mild  and  serious  organo- 
phosphorus  poisoning,  and  its  value  in  determin- 
ing whether  or  not  personnel  should  be  permitted 
continuing  exposure  or  re-exposure  to  toxic  in- 
secticides. 

This  report  is  designed  to  outline  some  of  the 
basic  information  available  on  the  cholinesterase 
activity  of  the  blood  and  to  develop  a plan  for 
the  rational  use  of  its  measurement. 

Cholinesterase 

Cholinesterase  refers  to  two  groups  of  en- 
zymes, “true”  and  “pseudo”  cholinesterases,  each 
of  which  is  widely  distributed  in  the  body.  Both 
are  present  in  nervous  tissue;  the  former  is 

From  the  Technology  Branch,  Communicable  Disease  Center, 
Public  Health  Service,  U.  S.  Department  of  Health,  Education 
and  Welfare,  Phoenix,  Arizona.  Currently  Department  of  Pediatics, 
Maricopa  General  Hospital,  Phoenix,  Arizona. 


found  primarily  in  this  tissue,  while  pseudo- 
cholinesterase is,  in  general,  more  abundant  in 
nonneural  tissue1’2.  In  normal  neural  transmission 
the  chemical,  acetylcholine,  which  is  formed  at 
synapses  and  myoneural  junctions,  acts  as  a 
mediator  of  nervous  impulses  by  its  ability  to 
depolarize  certain  membranes.  Cholinesterase 
hydrolizes  this  chemical,  thus  terminating  its 
action.  Absence  or  inhibition  of  cholinesterase 
permits  accumulation  of  relatively  large  amounts 
of  acetylcholine  and  overstimulation  of  the  nerv- 
ous and  muscular  systems  resulting  in  the  char- 
acteristic signs  and  symptoms  of  organophos- 
phorus  poisoning"’.  Apparently,  true  cholines- 
terase is  the  principal  enzyme  participating  in 
normal  neural  transmission.  The  role  of  pseudo- 
cholinesterase in  this  function  is  uncertain,  but 
both  enzymes  are  inhibited  by  the  organophos- 
phorus  compounds1’2’4. 

The  cholinesterases  which  ordinarily  are  tested 
clinically  are  those  of  the  red  cells  and  plasma, 
these  being  relatively  pure  representatives  of 
true  and  pseudocholinesterase,  respectively.  The 
pseudocholinesterase  of  the  plasma  is  formed  in 
the  liver  and  its  activity  is  decreased  in  both 
acute  and  chronic  liver  disease,  as  well  as  in 
other  debilitating  diseases5’6’7.  Other  conditions 
which  can  cause  significant  decreases  in  pseudo- 
cholinesterase activity  are  myocardial  infarca- 
tion7'8,  dermatomyositis7,  and  pulmonary  tubercu- 
losis9. A large  number  of  seemingly  unrelated 
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drugs  have  a mild  or  moderate  depressant  effect 
upon  serum  cholinesterase  activity*.  Inhibition  of 
pseudocholinesterase  activity  by  psychotomi- 
metic drugs,  including  chlorpromazine,  has  been 
demonstrated  in  vitro10.  The  origin  of  true  cho- 
linesterase is  unknown  and  its  activity  is  not 
known  to  be  affected  by  any  specific  disease, 
although  it  does  vary  slightly  with  hematocrit11. 

As  the  rate  of  regeneration  of  true  cholinester- 
ase in  the  blood  is  identical  with  the  rate  of  red 
blood  cell  formation12’13,  the  enzyme  is  probably 
formed  by  the  erythroblast  or  incorporated  into 
the  cell  during  its  development  stage. 

Measurement  of  Cholinesterase  Activity 
of  Blood 

To  measure  the  cholinesterase  activity  of  the 
blood,  one  establishes  an  in  vitro  enzyme 
system  which  measures  the  capacity  of  the  choli- 
nesterase of  the  red  cells  or  plasma  (or  serum) 
to  hydrolyze  acetylcholine  or  some  related  sub- 
strate in  a standard  period  of  time.  In  the  elec- 
trometric method  of  Michel14,  acetylcholine  is 
used  as  a substrate  and  activity  of  the  enzyme  is 
measured  by  the  change  of  pH  of  the  buffered 
solution.  Other  techniques  include  a manometric 
measurement  of  CO215  released  by  the  action  of 
the  hydrolyzed  acetylcholine  on  sodium  bicar- 
bonate, a titrimetric  method16  that  measures  the 
NaOH  necessary  to  neutralize  the  acetic  acid 
released  by  hydrolysis  of  acetylcholine;  a colori- 
metric method  that  indirectly  measures  acetyl- 
choline hydrolyzed  by  developing  a color  com- 
plex with  the  unhydrolyzed  portion  of  the  mix- 
ture17, and  photometric  methods  that  are  based 
on  the  measurement  of  decrease  in  absorbance  of 
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an  acid-base  indicator18.  There  are  numerous  var- 
iations of  these  basic  methods19’20’21. 

Although  the  test,  in  whatever  form,  is  a rela- 
tively simple  one,  considerable  differences  be- 
tween laboratories  may  result  from  minor 
variations  in  technique  with  respect  to  main- 
tenance of  constant  temperature,  use  of  fresh 
reagents,  subtraction  of  activity  of  the  reagents 
from  the  activity  of  the  specimen,  use  of  deion- 
ized water,  and  adequate  separation  of  red  cells 
and  plasma.22,23  As  long  as  such  factors  remain 
constant  in  any  laboratory,  comparison  of  results 
over  a period  of  time  has  a valid  basis.  However, 
before  one  attempts  to  detect  small  differences 
on  the  basis  of  values  obtained  in  different 
laboratories,  the  “normal”  values  for  each  must 
be  known. 

There  are  also  differences  in  methods  of  re- 
porting results  of  cholinesterase  tests.  The  most 
direct  method  of  reporting  results  of  the  elec- 
trometric method  is  in  change  in  pH  units  per 
hour.  Michel14  suggested  reporting  results  in  per- 
cent of  the  mean  normal  values  for  the  labora- 
tory, and  many  commercial  laboratories  report 
their  results  in  this  manner  or  as  percent  of  the 
mean  normal  values  listed  by  Michel  (0.703  and 
0.753ApH/hr.  for  red  cells  and  plasma,  respec- 
tively). Accordingly,  before  attempting  to  com- 
pare results  between  laboratories,  one  must 
ascertain  the  method  of  reporting  from  each. 

"Normal"  Values 

Table  1 lists  “normal”  values  for  cholinester- 
ase activity  reported  from  a few  of  the  labora- 
tories using  the  electrometric  method.  Since  the 
ranges  shown  are  wide  and  since  routine  tests 


TABLE  I 


Cholinesterase  Activity  of  Blood  of  Normal  Subjects  — Electrometric  Method. 


Activity  in  ApH  units/hr. 

Activity  in  ApH/hr. 

Mean  & 

Standard  Deviation 

Range 

No.  of 

No. 

of 

Persons 

Samples  Red  Cells 

Plasma  Serum 

Red  Cells  Plasma  Serum 

Reference 

12 

0.703 

0.753 

Michel14 

17* 

85 

0.809+.097 

0.898+.151 

0.66-0.98  0.66-1.23 

Grob  et  al.13 

255* 

549 

0.861  + .091 

0.912±.112 

0.554-1.252  0.403-1.652 

Wolfsie  & Winter21 

20m 

0.95+.24 

Fremont-Smith  et  al.5 

20f 

0.78+.12 

120 

120 

? 

0.94+.16 

0.58-1.37  Vorhaus  et  al." 

400m 

400 

? 0.766±.081 

0.953-  ?** 

0,39-1.62  0.44-1.64 

Rider  et  al.22 

400f 

400 

? 0.750+.082 

0.817-  ** 

0,34-1.10  0.24-1,54 

19 

38 

0.76+  .106 

0.82-1-0.20 

0.60-1.01  0.55-1.32 

Ganelin  et  al.24 

23* 

46 

0.82±  .109 

0.78+0.19 

0.67-1.03  0.49-1.20 

111 

126 

0.77+  .11* 

0.88+0.18* 

0.44-1.09  0.47-1.45 

Sumerford  et  al. 27,28 

* Denotes  micro  method. 

** Values  for  plasma  activity  in  this  series  were  found  to  vary  slightly  with  age.  Values  listed  are  mean  for 
persons  aged  40,  and  this  mean  is  almost  identical  with  that  for  all  age  groups  combined. 
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are  generally  made  to  detect  individuals  with 
significant  decreases  in  cholinesterase  activity, 
it  is  obvious  that  a single  specimen  is  of  limited 
significance  in  detecting  anti-cholinesterase  ef- 
fect. Large  changes  can  take  place  in  the  activity 
of  an  individual’s  blood  while  the  cholinesterase 
measurement  remains  within  the  normal  range; 
normally  low  values  can,  on  casual  inspection, 
appear  to  indicate  exposure  to  anti-cholinesterase 
agents.11’24  Therefore,  it  is  highly  desirable  when 
using  the  cholinesterase  test  as  a measure  of 
anti-cholinesterase  effect  to  obtain  one  or  more 
pre-exposure  tests  as  guides  for  future  measure- 
ments. 

There  may  be  great  variation  of  enzymatic 
activity  in  individuals  with  time.  Studies  of  this 
variation11’25’26  have  shown  that  maximal  fluctua- 
tions were  from  13  to  25  percent  for  red  cells  and 
from  20  to  23  percent  for  plasma  cholinesterase. 
Results  of  studies  at  this  laboratory,24  in  which 
monthly  examinations  of  blood  of  healthy  adults 
were  repeated  by  the  same  technician  over  a 
period  of  eight  months,  showed  even  greater 
variations.  The  plasma  activity  of  one  normal 
individual  ranged  from  0.61  to  1.37ApH/hr.  This 
variability  within  individuals  accentuates  prob- 
lems of  interpretation  of  cholinesterase  activity, 
even  when  pre-exposure  values  are  available  for 
comparison.  A decrease  in  activity  of  30  percent 
may  indicate  normal  variation,  while  a decrease 
of  10  percent  could  conceivably  be  significant 
of  anti-cholinesterase  effect. 

Cholinesterase  Activity  in  Cases  of 
Poisoning 

As  might  be  assumed  from  the  knowledge  of 
the  variation  of  cholinesterase  activity  in 


TABLE  2 

Cholinesterase  Activity  of  Red  Cells  and  Plasma  in  Mild 
Cases  of  Organophosphorus  Poisoning  Occurring  in 
Persons  with  Chronic  Occupational  Exposure  to 
Insecticides 
Cholinesterase  Activity 
in  A pH/hr. 


Patient 

RBC 

Plasma 

Occupation 

G.W. 

0.05 

0.00 

Loader 

P.R. 

0.23 

0.05 

Loader 

M.M. 

0.30 

0.10 

Loader 

A.M. 

0.28 

0.15 

Loader 

R.C. 

0.05 

0.00 

Aerial  Applicator 

G.R. 

0.20 

0.08 

Aerial  Applicator 

R.M. 

0.25 

0.09 

Lormulator 

W.T. 

p 

0.06 

Lormulator 

JR- 

? 

0.04 

Lormulator 

G.C. 

0.12 

0.13 

Formulator 

E.P. 

0.24 

0.00 

Ground  Sprayer 

TABLE  3 

Cases  of  Low  Cholinesterase  Activity  Without  Symptoms 
of  Poisoning  in  Persons  with  Chronic  Occupational 
Exposure  to  Organophosphorus  Insecticides. 
Cholinesterase  Activity 
in  A pH/hr. 


Subject 

RBC 

Plasma 

Occupation 

A.  R.  (1951) 

0.18 

0.18 

Aerial  Applicator 

A.  R.  (1952) 

0.31 

0.24 

Aerial  Applicator 

R.  Y. 

0.10 

0.10 

Aerial  Applicator 

R.  C. 

0.20 

0.10 

Aerial  Applicator 

E.  G. 

R.  F.  O. 

0.43 

0.11 

Aerial  Applicator 

(1951) 

R.  F.  O. 

0.20 

0.25 

Formulator 

(1952) 

0.11 

0.22 

Formulator 

R.  G. 

0.19 

0.12 

Formulator 

C.  W. 

0.22 

0.17 

Formulator 

O.R. 

0.21 

0.17 

Ground  Sprayer 

J-  P- 

0.40 

0.12 

Loader 

healthy  individuals,  there  is  considerable  varia- 
tion in  values  found  in  persons  with  unequivocal 
poisoning.  Table  2 lists  the  values  determined 
by  this  laboratory  for  persons  hospitalized  dur- 
ing 1958  with  unequivocal  poisoning  due  to 
occupational  exposure  to  organophosphorus 
compounds.24  Although  all  subjects  were  suf- 
ficiently ill  to  be  hospitalized,  none  was  consid- 
ered critically  ill.  With  this  in  mind,  it  is  notable 
that  the  values  are  consistently  low,  particularly 
the  plasma  values.  Table  3 lists  several  examples 
of  persons  with  regular,  heavy  exposure  to 
organophosphorus  compounds  who  had  no 
symptoms  of  systemic  poisoning  but  had  cholin- 
esterase activities  which  were  far  below  the 
normal  range.27  In  contrast  to  the  values  for 
patients  in  Tables  2 and  3,  cases  of  poisoning  in 
persons  with  no  known  previous  symptoms  have 
resulted  in  death  with  cholinesterase  levels  in 
the  range  of  15  to  25  percent  of  normal,  and 
mild  or  moderate  cases  may  be  associated  with 
higher  cholinesterases,  frequently  in  the  normal 
range.12’24’28 

It  appears  that  factors  important  in  poisoning 
are  not  only  the  degree  of  fall  in  cholinesterase 
but  also  the  rapidity  of  fall.28  Probably  then,  a 
low  cholinesterase  activity  in  persons  with  long- 
term occupational  exposure  is  of  much  less 
significance  than  in  a person  who  has  had  a 
single  heavy  exposure.  A low  cholinesterase 
activity  alone,  even  if  known  to  be  significantly 
lower  than  a patient’s  pre-exposure  level,  is  not 
diagnostic  of  clinical  poisoning. 

If  unequivocally  lowered  cholinesterase  activi- 
ty is  not  necessarily  associated  with  clinical 
poisoning,  what  is  its  significance?  It  is  possible 
that  apparently  asymptomatic  persons  with 
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markedly  lowered  cholinesterase  activities  are 
unable  to  function  optimally.  This  possibility  is 
particularly  important  when  one  considers  the 
necessity  of  optimal  neurophysiological  function 
in  pilots  who  apply  insecticides  with  aircraft. 
There  exists  an  impression  that  subclinical  neuro- 
logical dysfunction  may  be  a relatively  isolated 
manifestation  of  mild  poisoning,  and  there  are 
some  cases  in  the  literature  which  appear  to 
substantiate  this  conclusion.29 

IT  IS  also  possible  that  persons  with  lowered 
cholinesterase  activities  are  much  more  sus- 
ceptible to  poisoning  than  persons  with  normal 
activities.  The  many  low  cholinesterase  activities 
in  asymptomatic  persons  with  continuing  heavy 
exposure  (Table  3)  casts  doubt  upon  this  hypoth- 
esis. It  would  appear  that  such  persons  are  not 
necessarly  more  susceptible  to  poisoning  than 
those  with  “normal”  values.29 

Some  corroboration  of  this  is  found  in  unpub- 
lished animal  studies  in  which  a group  of  rats 
was  fed  daily  1.5  mg./kg.  of  parathion  for  from 
1 to  120  days.30  This  dose  resulted  in  a uniform 
drop  of  red  cell  and  plasma  cholinesterase  activi- 
ties to  averages  of  8 and  20  percent  of  pre- 
exposure levels,  respectively.  When  the  poisoned 
and  control  animals  were  challenged  with  large 
doses  of  parathion,  the  LDso  values  of  the  poison- 
ed groups  were  only  slightly  less  than  those  of 
the  controls.  Hence  the  animals  with  low  cholin- 
esterase activity  secondary  to  chronic  exposure 
were  not  much  more  susceptible  to  acute  poison- 
ing than  animals  with  normal  cholinesterase  ac- 
tivities. However,  results  of  other  animal  studies 
justify  continued  caution  in  connection  with  re- 
peated doses  each  of  which  approaches  the  level 
that  produces  illness. 

Is  there  then  any  value  to  use  of  routine  chol- 
inesterase determination?  The  author  feels  that 
the  answer  is  yes,  providing  the  factors  outlined 
above  are  kept  in  mind.  Despite  its  limitations, 
the  measurement  of  cholinesterase  activity  is 
the  only  generally  available  test  for  organophos- 
phorus  effect,  and  organophosphorus  exposure 
is  one  of  the  few  factors  affecting  cholinesterase 
activity,  particularly  that  of  red  cells.  Diseases 
causing  significant  depression  of  plasma  cholin- 
esterase ordinarily  do  not  permit  the  physical 
activity  associated  with  occupational  exposure  to 
insecticides.  When  decreases  of  25  percent  or 
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more  from  pre-exposure  activities  are  found  in 
apparently  healthy,  occupationally  exposed  per- 
sons, one  can  logically  assume  that  the  depression 
is  due  to  organophosphorus  effect  and  that  the 
worker’s  safety  technique  or  equipment  requires 
investigation.  Although  this  is  the  only  unequiv- 
ocal contribution  of  a routine  cholinesterase  test, 
it  is  felt  that  there  is  great  value  to  such  sur- 
veillance. 

A decreasing  cholinesterase  activity,  however, 
does  not  indicate  that  a person  should  be  imme- 
diately removed  from  occupational  exposure. 
As  with  the  interpretation  of  all  laboratory  re- 
sults, one  must  take  a careful  history  and  perform 
a physical  examination.  If,  despite  a decrease  in 
cholinesterase  activity,  these  examinations  reveal 
no  evidence  of  clinical  poisoning,  the  present 
evidence  indicates  that  the  subject  should  be 
allowed  to  continue  his  work  so  long  as  proper 
safety  technique  can  be  insured.29  If  cholinester- 
ase activity  continues  to  decrease,  one  must 
assume  that  the  subject  is  unable  to  follow  safety 
regulations  and  he  must  be  removed  from  con- 
tact with  toxic  materials. 

Cholinesterase  Activity  Following 
Clinical  Poisoning 

The  recovery  of  cholinesterase  activity  follow- 
ing clinical  illnesses  is  well  documented.  In 
general,  the  plasma  cholinesterase  is  regenerated 
more  rapidly  than  that  of  red  cells.31  Plasma  ac- 
tivity may  require  from  several  days  to  a month 
to  return  to  pre-exposure  levels  while  red  cell 
activity  in  severe  exposures  may  require  10 
weeks  to  6 months.  Bearing  in  mind  that  normal 
cholinesterase  activity  varies  25  percent  or  more 
in  individuals  with  time,  one  must  not  be  sur- 
prised, disappointed,  or  anxious  about  a cholin- 
esterase activity  that  remains  below  the  pre- 
exposure value  for  even  longer  periods  of  time. 

How  soon  after  poisoning  can  one  allow  a 
patient  to  return  to  work  with  organophosphorus 
insecticides?  Many  physicians  require  the  cholin- 
esterase activity  to  approximate  pre-exposure  or 
“normal”  levels  before  allowing  potential  re- 
exposure. Although  data  on  this  point  are  lack- 
ing, it  seems  logical  to  assume  that  the  previously 
mentioned  factors  regarding  the  cholinesterase 
activity  are  valid  here  also,  and  that  a person 
fully  recovered  from  his  illness  whose  cholin- 
esterase has  begun  to  regenerate  should  be 
allowed  to  return  to  work  as  long  as  safety 
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precautions  are  rigidly  enforced.  Such  a decision 
must  be  made  by  the  physician  only  after  eval- 
uating the  severity  of  illness,  length  of  exposure, 
rapidity  of  return  of  cholinesterase  activity,  gen- 
eral health  of  the  patient,  and  intelligence  and 
reliability  of  patient  and  employer  in  regard  to 
safety  precautions. 

Because  of  the  rapid  acceptance  of  the  cholin- 
esterase inhibitors  as  insecticides,  the  cholinester- 
ase test  has  of  necessity  been  utilized  as  a clinical 
tool  before  adequate  information  has  become 
available  on  important  points.  Because  of  their 
nature,  many  of  these  factors  will  never  be 
critically  evaluated  in  controlled  studies  on 
humans.  Accordingly,  information  must  come 
from  animal  studies  and  close  observations  of 
cases  of  human  poisoning.  It  behooves  anyone 
who  is  using  this  laboratory  test  to  view  it 
critically  at  all  times  and  to  use  it  only  to 
augment  thorough  history-taking  and  physical 
examination. 

Summary 

Measurement  of  the  cholinesterase  activity  of 
the  blood  is  widely  used  by  physicians  associated 
with  the  insecticidal  industry  as  a measurement 
of  exposure  to  organophosphorus  compounds. 
Many  techniques  for  measurement  of  this  en- 
zyme activity  are  available,  some  of  which  are 
relatively  simple  and  accurate. 

Interpretation  of  results,  however,  necessitates 
cognizance  of  the  factors  which  can  cause  differ- 
ent values  from  laboratories  using  similar  tech- 
niques, of  the  wide  range  of  normal  values  in 
any  population,  of  the  variability  in  the  activity 
in  normal  persons  with  time,  and  of  factors  other 
than  organophosphorus  poisoning  which  can 
affect  the  cholinesterase  activity. 

Depression  of  cholinesterase  activity  may  oc- 
cur without  signs  or  symptoms  of  poisoning  and 
in  such  a case  may  not  result  in  suboptimal 
neurophysiological  function  nor  predispose  to 
overt  poisoning.  Further,  cholinesterase  response 
is  affected  by  the  duration  as  well  as  the  magni- 

: .e  o£  exposure,  and  the  measurement  after 
&sv  re  may  be  valueless  without  knowledge 
of  pre-expo  ure  activity,  degree  and  duration  of 
exposure,  and  results  of  physical  examination. 

Hence,  the  primary  value  of  cholinesterase 
measurement  is  to  aid  in  the  evaluation  of  ex- 


posure and  of  proper  techniques  in  handling 
organophosphorus  compounds.  It  is  a valuable 
laboratory  tool  that  should  be  used  only  in 
association  with  thorough  history-taking  and 
physical  examination. 
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Prevalence  Of  Phenylketonuria  In 
An  Institution  For  The 
Mentally  Retarded 

by 

Byron  C.  Moore,  M.D. 

Edward  S.  Magee,  M.D. 

Robert  M.  Siudzinski,  M.D. 


Though  this  disorder  is  relatively  uncommon,  it  must  be  born  in  mind 
by  every  physician  who  delivers  or  cares  for  children. 


LTHOUGH  the  effects  of  mental  deficiency 
can  often  be  ameliorated  by  skillful  medical, 
psychological,  educational  and  social  manage- 
ment, it  is  a generally  accepted  fact  that  there 
are  no  “cures”  for  this  condition.  The  only  hope 
for  reducing  the  disability  caused  by  mental  de- 
ficiency lies  in  prevention.  Phenylketonuria  is 
one  of  a group  of  genetically  determined  disor- 
ders of  metabolism  in  which  early  diagnosis  and 
treatment  may  lead  to  the  prevention  of  the  men- 
tal deficiency  which  otherwise  occurs.  This  study 
deals  with  the  determination  of  the  prevalence  of 
phenylketonuria  in  a state  institution  for  the 
mentally  retarded— the  Arizona  Children’s  Colony 
at  Coolidge. 

It  has  been  predicted  that  approximately  one 
per  cent  of  the  residents  of  institutions  for  mental 
defectives  have  this  metabolic  disorder1'2.  Since 
only  two  phenylketonuric  patients  were  known 
out  of  our  resident  population  of  over  750,  it 
seemed  reasonable  to  expect  to  find  other  such 
patients  within  the  population. 

A number  of  reliable  and  inexpensive  tests  to 
detect  phenylketonuria  have  been  devised.  They 
are: 

1.  The  ferric  chloride  test. 

This  test  is  performed  by  adding  three  drops  of 
5%  or  10%  ferric  chloride  solution  to  1 cc.  of 


urine.  The  appearance  of  a green  color  indicates 
the  presence  of  phenylketone  bodies  in  the  urine. 
Normal  urine  will  remain  yellowish  in  color.  The 
ferric  chloride  may  also  be  applied  on  a wet  dia- 
per. One  drop  of  the  5%  or  10%  solution  will  give 
a green  color  which  is  “positive”  for  phenylketo- 
nuria1. 

2.  The  ferric  chloride  reagent  strip  test  (Phe- 
nistix). 

These  reagent  strips  are  strips  of  cellulose  im- 
pregnated with  ferric  and  magnesium  ions  plus 
cyclohexylsulfamic  acid.  The  procedure  in  using 
these  strips  is  to  either  dip  the  strip  in  the  urine 
sample  being  tested,  or  to  dampen  the  strip  by 
pressing  it  against  a wet  diaper.  The  reaction 
to  this  procedure  is  to  be  compared  with  a 
color  chart  on  the  bottle  label  within  one-half 
minute3,4. 

3.  The  phenylhydrazine  test. 

This  test  consists  of  mixing  equal  parts  of  urine 
and  the  test  reagent,  which  is  a saturated  solu- 
tion of  2-4  dinitrophenylhydrazine  in  one  normal 
hydrochloric  acid.  A normal  urine  of  clear  yel- 
low color  will  remain  so  if  the  results  are  nega- 
tive; whereas,  phenylketonuric  urine  will  become 
a cloudy  yellow  within  1 to  5 minutes.  This  is  a 
permanent  reaction  and  will  be  essentially  un- 
changed hours  later5. 
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4.  Guthrie’s  Inhibition  Assay  Test. 

This  test  utilizes  an  agar  culture  which  con- 
tains a phenylalanine  antagonist,  Beta-2-thienyla- 
lanine,  and  an  inoculation  of  Bacillus  subtilis 
spores.  Paper  disks  with  blood  from  patients  who 
are  being  tested  are  placed  upon  the  agar  surface 
in  rows,  together  with  a number  of  control  disks, 
and  incubated  overnight  when  the  results  can 
then  be  observed.  Zones  of  growth  surrounding 
the  paper  disks  will  be  barely  visible  for  phenyla- 
lanine normal  blood.  A response  comparable  to 
the  control  disks  which  contain  6 mg.  per  cent 
phenylalanine  or  higher,  should  be  considered  a 
“positive”  result  and  would  require  confirmation 
by  quantitative  blood  assay6.  This  method  has 
the  advantage  of  having  detected  phenylketo- 
nuric  patients  as  early  as  the  second  day  of  life. 

5.  Fluorimetric  method  for  the  determination 
of  phenylalanine  in  serum. 

“The  fluorimetric  determination  of  phenyla- 
lanine is  based  on  the  enhancement  of  the  flu- 
orescence of  a phenylalanine-ninhydrin  reaction 
product  by  a peptide,  leucylalanine.  The  method 
allows  phenylalanine  to  be  measured  quantita- 
tively in  the  presence  or  absence  of  other  amino 
acids  at  a final  concentration  of  10-7M  . . . only 
5 ML  of  normal  serum  is  required  for  analysis. 
The  method  has  been  applied  to  the  determina- 
tion of  phenylalanine  serum  levels  in  adult,  pedi- 
atric, and  phenylketonuric  patients7.” 

Phenylketonuria  is  known  to  follow  classic 
Mendelian  laws  and  is  transmitted  by 
inheritance  of  autosomal  recessive  genes1,8.  Since 
both  parents  must  be  carriers  and  since  the  sib- 
lings of  phenylketonuric  patients  are  likely  to 
be  either  affected  by  the  disorder  or  to  be  car- 
riers, identification  becomes  of  paramount  im- 
portance to  further  prevention  and  control.  Evi- 
dence has  also  been  reported  that  phenylketo- 
nuric mothers  may  have  non-PKU  retarded 
children.  These  children  would,  of  course,  be 
heterozygous  carriers.  It  has  been  proposed  that 
the  high  phenylalanine  level  maintained  by  the 
mother  is  the  etiological  basis  for  retardation  in 
these  cases9. 

Methods 

The  ferric  chloride  reagent  strip  test  (Phenis- 
tix)  was  selected  for  use  because  of  its  low  cost, 
reliability,  and  ease  of  use  with  either  liquid  ur- 
ine specimens  or  application  to  damp  diapers.* 

°Phenistix  is  produced  by  the  Ames  Company,  Inc.  of  Elkhart, 
- Ipdiana. 
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An  attendant  was  selected  in  each  cottage  and 
trained  in  the  use  of  the  reagent  strips.  All  chil- 
dren in  each  cottage  were  checked  at  least  once. 
Children  who  fit  the  “clinical  picture,”  that  is 
those  children  who  exhibited  one  or  more  of  the 
symptoms  associated  with  phenylketonuria,  were 
tested  on  several  successive  days.  All  positive 
results  were  confirmed  by  a second  test  with 
reagent  strips  and  then  given  blood  analysis  for 
confirmation  of  diagnosis. 

Results 

757  children  were  screened  over  the  course  of 
a month.  Six  more  children  with  phenylketonuria 
were  located,  in  addition  to  the  two  children 
previously  identified.  This  total  closely  approx- 
imates the  predicted  institutional  prevalence. 
There  were  four  boys  and  four  girls. 

The  Phenistix  gave  strong  color  identification 
in  all  eight  cases.  The  confirming  fluorimetric 
analyses  revealed  a range  of  13  to  41  mg.  per 
cent.*  The  normal  range  for  blood  phenylalanine 
is  from  0 to  3 mg.  per  cent. 

It  is  interesting  to  note  that  all  cases  were  of 
Caucasian  heritage.  No  case  was  found  among 
the  Mexican,  Indian,  or  Negro  children  who  com- 
prise 37.6  per  cent  of  the  institutional  population. 

The  chart  makes  a comparison  of  physical 
characteristics  among  the  identified  children. 

Discussion 

As  a result  of  this  study  it  was  decided,  as 
a matter  of  routine,  to  test  all  new  admissions 
for  phenylketonuria.  It  was  considered  important 
to  explain  the  diagnosis,  nature  and  inheritance 
of  the  disease,  and  the  prevention  of  mental  de- 
ficiency in  future  offspring.  The  importance  of 
acquainting  the  family  physician  or  obstetrician 
with  the  presence  of  phenylketonuria  in  the  fam- 
ily is  to  be  stressed.  Any  newborn  in  the  family 
should  be  immediately  and  repeatedly  tested  for 
the  disease,  and  feeding  with  a low  phenyla- 
lanine diet  should  be  instituted  promptly  if  the 
tests  are  positive. 

Previous  research  has  shown  that  there  is  little 
advantage  in  trying  to  maintain  children  the  ages 
of  those  found  in  our  study  on  a phenylalanine- 
free  diet  in  an  attempt  to  cope  with  the  mental 
deficiency10.  In  these  cases  the  damage  has  been 
done.  However,  there  is  reason  to  believe  that  in 
some  cases  the  alleviation  of  symptoms  such  as 
eczema,  hyperactivity,  and  seizure  activity  may 

“This  service  was  provided  by  the  Diagnostic  Laboratory, 
Phoenix,  Arizona. 
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justify  the  strict  dietary  regimen* 1 11’10,11’12.  Conse- 
quently, the  eight  children  have  been  placed  on 
a commercially  produced  diet  for  phenylketonur- 
ic  patients  to  ascertain  its  effectiveness  in  alle- 
viating the  previously  noted  concomitants.* 

Summary 

HE  PURPOSE  of  this  study  was  to  determine 
the  incidence  of  phenlyketonuria  at  the  Ari- 
zona Children’s  Colony.  A review  of  the  literature 
revealed  that  there  are  several  reliable  tests 
which  can  detect  the  presence  of  this  metabolic 
disorder.  Ferric  chloride  reagent  strips  were  se- 
lected for  the  screening  phase  of  the  study  and 
the  fluorimetric  method  was  used  for  confirma- 
tion of  diagnosis  and  to  provide  an  accurate 
quantitative  analysis  of  the  phenylalanine  blood 
level. 

Eight  phenylketonuric  patients  were  dicov- 
ered— all  of  whom  function  in  the  profound 
range  of  mental  deficiency.  A low  phenylalanine 
diet  has  been  prescribed  to  determine  if  this  will 
result  in  any  alleviation  of  concomitant  symp- 
toms. 

Due  to  the  hereditary  nature  of  phenylke- 
tonuria, parent  advisement  has  been  undertaken 
in  the  hope  of  preventing  further  deficient  chil- 
dren in  the  families  of  our  patients. 

It  is  recommended  that  all  new  born  infants 
be  tested  routinely  for  phenylketonuria. 


°The  trade-name  for  this  diet  is  Lofenalac,  which  is  prepared 
by  the  Mead  Johnson  and  Company  of  Evansville,  Indiana. 
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■ PETN  (pentaerythritol  tetran itrate)  to  in- 
crease oxygen  supply 


■ plus  meprobamate  to  decrease  anxiety  and 
tension 

Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  not  cause  depression. 

Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
headache,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions : Me- 
probamate may  increase  effects  of  excessive 
alcohol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘Miltrate’  should  be  given  with  caution  in 
glaucoma.  Complete  product  information 
available  in  the  product  package,  and  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 

CM  L*  1055 

MILTRATE9 

ffiaprobamate  200  mg.  + pentaerythritol  tetranitrate  10  mg. 

^WALLACE  LABORATORIES  / Cranbury,  N.  J. 


YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

Approved  and  Recommended  by 
Your  Insurance  Committee  and 
Board  of  Directors 


☆ ☆ ☆ 


A Program  Designed  For 
The  Members  Of 

THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

By  The 

NATIONAL  CASUALTY  COMPANY 
OF  DETROIT 


☆ ☆ ☆ 


For  Complete  Information 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  — AMherst  6-2403 


PIMA  COUNTY  REPRESENTATIVE 

RONALD  DEITRICH 

19  North  Tyndall  — MAin  2-1567 


718 


Arizona  Medicine 


Our  Medical  School— 


Dr.  Brewer 

Arizona.  To  this  venture 
and  sincerest  wishes  for 
aspirations. 


SOMEWHERE  in 
this  issue  of  Ari- 
zona Medicine  will  be 
found  the  inaugura- 
tion of  the  DEAN'S 
PAGE.  Through  the 
perspicacity  of  our 
editor,  Bob  Lorenzen, 
and  the  willing  coop- 
eration of  our  Dean, 
Monte  DuVal,  we 
have  the  establish- 
ment here  of  the  most 
invaluable,  direct  lia- 
ison between  our 
medical  school  and 
all  the  physicians  in 
we  voice  our  warmest 
success  in  its  highest 


So  it  is  particularly  fitting  that  we  turn  our 
thoughts  at  this  time  to  medical  education  in 
Arizona  and  to  our  medical  school.  This  is  easy 
too,  since  we  have  just  returned  from  Boulder, 
Colorado,  and  the  1964  WICHE  symposium, 
whose  theme  was,  “The  Changing  West:  Impli- 
cations for  Education  and  for  WICHE.’’  This 
conference,  as  always,  was  excellent  with  its 
galaxy  of  experts,  but  I came  away  from  it  not 
a little  dismayed  and  confused  and  concerned. 

Probably  no  one,  other  than  these  experts,  is 
really  aware  of  the  implications  of  the  geometric 
progression  of  knowledge,  the  explosion  of 
knowledge  — not  the  population  explosion  with 
its  far  reaching  effects  — that  we  hear  about  on 
all  sides,  especially  in  the  scientific  world.  Nor 
do  we  understand  the  demands  and  require- 
ments it  places  upon  our  colleges  and  universi- 
ties and  institutions  of  higher  learning,  or  its 
impact  on  our  economy,  or  the  support  needed 
from  the  people  of  our  country  and  the  world. 
Nothing  can  stop  its  inexorable,  parabolic 
course,  short  of  destruction  of  man  and  his 
ability  to  think  freely.  One  thing  for  sure 
Arizona  and  the  United  States  need  our  medical 
school. 


Over  the  eleven  years  of  WICHE’s  existence, 
a large  number  of  Arizona  students  has  benefit- 
ted  from  the  compact,  and  our  legislature  has 
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appropriated  nearly  $1,800,000  for  them  and  is 
now  spending  in  excess  of  $250,000  yearly.  We 
have  131  students  this  year  and  anticipate  an 
additional  20  next  year.  What  would  we  have 
done  without  the  Western  Interstate  Compact 
for  Higher  Education? 

From  the  vantage  point  of  1964,  I can  look 
back  over  the  years  of  struggle  toward  Arizona’s 
medical  school  to  my  first  assignment  to  a 
medical  school  committee  by  Hilary  Ketcherside 
in  1948.  Long  years,  but  laden  with  activity 
through  a succession  of  committees,  both  lay 
and  professional,  through  the  now  somnolent 
Arizona  Medical  Educational  Foundation,  the 
Board  of  Regents  and  its  activities,  the  Volker 
report,  the  legislative  hearings  — and  WICHE. 

These  long  years  can  be  considered  a period 
of  gestation,  sometimes  bordering  on  toxemia, 
but  now  safely  concluded.  As  hard  as  those  years 
were,  they  have  provided  the  firmest  of  founda- 
tions for  our  medical  school  in  the  impermeable 
amalgam  resulting  from  the  thought  and  care 
of  all  Arizona  citizenry.  To  these,  laity  and 
medical  profession  alike,  go  our  kudos  in  this 
supreme  effort. 

But  now  we  are  in  the  intrapartum  period  and 
the  accouchment  may  not  be  any  easier.  All 
kinds  of  new  problems  will  of  necessity  arise 
and  these  must  be  met  and  solved  with  the  ulti- 
mate in  probity  and  good  faith.  Intramural 
problems  and  relationships  in  the  University  are 
inevitable,  and  we  can  confidently  expect  the 
University  altruistically  to  look  to  the  supreme 
success  of  the  medical  school.  But,  by  the  same 
token,  the  medical  school  must  accept  its  re- 
sponsibilities to  the  university,  to  its  stated  mis- 
sion in  the  teaching  of  medicine,  and  to  the 
whole  community  of  our  state.  These  problems 
are  both  broad  and  narrow,  but  we  are  deliver- 
ing a new  school  with  all  the  potential  of  the 
newborn,  limited  in  its  greatness  only  by  our 
vision  and  intellectual  capacity  to  create. 

Extramural  problems  are  alive  and  afoot. 
These  exist  between  the  school  and  the  medical 
profession  at  large,  and,  for  the  most  part  can 
be  encompassed  by  the  worrisome  phrase,  “town 
and  gown  syndrome.’’  A syndrome  is  a group 
of  symptoms  and  signs  characterizing  a disease 
entity.  In  this  case  it  must  be  a mental  disease, 
since  it  represents  the  resultant  of  real  or  imag- 
ined distrust  and  disrespect  between  faculty  and 
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practising  physicians.  Of  all  the  persons  who 
could  have  been  chosen  to  dispel  this  fear,  I 
think  Merlin  DuVal  is  the  best  in  Arizona.  He 
has  brought  the  problem  out  in  the  open  all 
over  our  wide  state  and  is  striving  to  eradicate 
it  before  it  can  germinate.  He  is  speaking  for 
the  faculty  and  I trust  him,  and  that’s  half  the 
syndrome.  We  represent  the  other  half  and  he 
has  publicly  and  repeatedly  put  his  trust  in  us 
— that  should  end  it,  but  it  probably  won’t,  so 
I suggest  the  July  13  issue  of  the  JAMA,  pages 
113-127  for  further  reading  on  the  subject. 

The  rest  of  the  problems  are  stimulating,  even 
exciting.  Consider  for  a moment  the  problem 
of  developing  the  medical  library.  Initially  the 
thought  of  starting  a new  library  seems  impos- 
sible, even  with  all  the  funds  one  could  want. 
Too  much  important,  absolutely  necessary,  lit- 
erature is  out  of  print.  And  today  there  are 
5,500  medical  journals  published  in  the  world! 
And  if  all  biomedical  serials  are  counted  the 
number  increases  to  14,000  at  least.  This  is  new 
literature.  I doubt  that  any  library  has  all  of 
these,  even  the  National  Library  of  Medicine 
in  Bethesda. 

But  we  must  not  forget  the  computer  age  in 
which  we  live.  Librarians  are  busy  adapting 
these  machines  to  our  needs  and  with  our  fond- 
ness for  acronyms,  we  now  have  the  KWIC, 
BASIC,  MESH  and  MEDLARS  systems.  MED- 
LARS is  perhaps  most  important  for  us  to  know 
about  at  this  time.  Its  complete  title  is  Medical 
Literature  Analysis  and  Retrieval  System. 
Through  it  over  1,000,000  references  will  be 
stored  on  magnetic  tape  to  be  used  in  a Honey- 
well-800 digital  computer.  Up  to  90  complex 
searches  a day  can  be  handled  by  it,  and  it  can 
turn  out  the  whole  Index  Medicus  in  five  days 
in  its  total  compilation  and  composition.  There 
is  no  end  to  the  tasks  this  machine  can  perform 
almost  in  the  twinkling  of  an  eye.  And  Xerox 
machines  can  reproduce  whole  books  if  neces- 
sary. There  is  no  doubt  that  the  medical  world 
of  the  United  States  is  heading  toward  the  most 
complete  exchange  of  medical  literature  the 
world  has  ever  known  and  our  school  can  be 
a part  of  the  whole  vast  network. 

Then  there  is  the  curriculum  which  will  have 
to  be  accepted  by  the  Council  on  Medical  Edu- 
cation before  the  school  is  approved.  This  sounds 
prosaic  and  stereotyped  but  far  from  it.  Curricula 


are  under  constant  study  and  research  as  I have 
well  learned  in  my  contacts  with  WICHE  rep- 
resentatives. Medical  education  is  far  from  static 
and  the  methods  used  on  us  years  ago  would 
be  hopeless  in  today’s  teaching  environment. 
Many  of  us  remember  the  argument  over  verti- 
cal versus  horizontal  curricula  back  in  the  old 
days  when  we  wanted  to  try  a two-year  school, 
like  New  Mexico  now  has.  But  we  have  a new 
school  and  new  concepts  are  in  order,  concepts 
which  would  never  be  possible  in  any  already 
established  school.  I know  that  all  sorts  of  things 
are  percolating  in  Monte  DuVal’s  head  in  this 
regard  right  now.  Perhaps  he  will  discuss  some 
of  these  in  his  “Page”. 

There  are  no  medical  school  buildings  in 
Tucson  today.  No  physical  plans  are  ready  yet, 
but  thev  will  be  started  within  90  davs,  I be- 
lieve.  These  plans  will  not  be  easy  either  and 
will  require  careful  joint  planning  all  along  the 
way.  There  is  about  $2,600,000  in  the  medical 
school  kitty  so  far.  This  can  be  matched  about 
1.6  to  1.0  taking  into  consideration  various  ratios 
available  for  different  areas  such  as  research 
and  teaching.  This  suggests  to  me  the  need  for 
a revival  of  ARMA’s  contribution  to  AMA-ERF 
earmarked  specifically  for  the  Arizona  Medical 
School.  Such  contributions  pay  for  essential 
services  and  equipment  with  no  strings  attached. 
Every  cent  goes  to  the  school  and  not  one  penny 
for  administrative  costs.  And  as  F.  J.  L.  Blasing- 
ame,  M.D.,  once  said,  “It  proves  to  American 
industry  and  other  sources  of  funds  that  the 
physicians  believe  in  the  foundation  and  its 
programs.”  In  Arizona  it  also  means  we  believe 
in  medical  education  within  our  state  boundar- 
ies, that  we  support  our  medical  school  with  our 
dollars  as  well  as  our  good  will,  that  we  are 
united  behind  our  school. 

We  are  a privileged  group  to  have  participated 
in  the  gestation  period  of  our  school.  Its  ac- 
couchment  cannot  be  handled  by  the  Dean  alone, 
he  must  have  help  at  any  and  all  times  for  a 
successful  delivery  from  all  of  us.  And  we  will 
look  back  in  the  history  of  medicine  in  Arizona 
at  the  antenatal  days  of  our  school  with  its  first 
class  of  Arizona  doctors  with  greatest  pride, 
because  we  did  it. 

Lady  Bird  Johnson  dedicated  a dam  some- 
where out  here  in  the  West  the  other  day  and 
she  caught  “the  spirit  of  the  West.”  She  wound 
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up  by  saying,  “It  has  been  the  spirit  of  adven- 
ture which  made  bold  pioneers  and  brave  fron- 
tiersmen — the  spirit  of  optimism  which  caused 
men  and  women  to  dream  big  and  build  hig.” 
This  applies  to  our  medical  school;  we  should 
dream  big  and  build  big.  Easterners  and  Mid- 
Westerners  praised  the  higher-educational  sys- 
tems in  the  West  within  the  past  week  in 
Boulder.  And  we  will  hear  the  same  praise  of 
Our  Medical  School  some  day. 


By 

Patronizing 
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REAL  ESTATE  INVESTMENT 

10%  down  — balance  15  years 
to  qualified  buyers. 

280  acres  at  $650  acre 

AT  BASE  OF  PICACHO  PEAK 

!/2  mile  along  access  road  with  an  interchange 
at  corner  of  property.  All  utilities  available. 
Most  perfect  location  and  beautiful  view  to 
and  beyond  Tucson. 

Also  other  investment  property. 

DESERT  REALTY  CO.,  INC. 

430  West  Main  Street 
Mesa,  Arizona 
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REDUCE 

Pipette  breakage 

INCREASE 

Efficiency 


I’A  — 200+,  Chemistry  and/or  Serology  pipettes  — $23.95 
l‘B  — 125+.  Chemistry  and/or  Serology  pipettes  — $22.75 

2 — 17  Rbc,  Wbc,  and  10+  Hgb.  pipettes  — $20.70 

3 — Bacteriology  for  sterile  pipettes  — $26.95 

PROTEX-PETTE 

(dust  cover  and  compartment  identification  decals  included) 

★ Foam  plastic  protects  tips. 

★ Will  not  tip. 

★ Markedly  reduces  breakage. 

-A  Readily  portable. 

★ Pipette  numbers  clearly  visible. 

★ Saves  space  and  time. 

★ Increases  efficiency. 

★ Lifetime  guarantee  with  normal  use. 

F.O.B.  Mesa,  Arizona 

Dowell  Laboratories 

99  S.  Hibbert  (16  years  in)  Mesa,  Arizona  964-7151 


Investment  Opportunity 

The  McKinley  Medical  Center  West.  801  North 
2nd  Ave.  in  Phoenix.  This  is  a prime  185'  by 
140'  corner  consisting  of  7 medical  suites  & 
Pharmacy.  Parking  for  56  cars.  Building  is 
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Trade,  lease,  or  joint  venture. 

For  additional  information  contact  Charlie 
Grutzmacher,  964-1484  or  your  own  Real 
Estate  Broker. 

Greater  Arizona  Realty  Inc. 

430  West  Main  Street 
Mesa,  Arizona 
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When  you  recognize  depression  and  anxiety 
related  to  an  organic  condition 

- add  ‘Deprol’  to  your  therapy 

Typical  organic  conditions  in  which ‘Deprol’ 
helps  control  related  depression  and  anxiety: 

cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  ■ 
alcoholism  ■ obesity  ■ asthma,  hay  fever  and  related  allergies  ■ 
chronic  infectious  diseases  ■ dermatoses  ■ G.l.  disorders,  and 
many  other  debilitating  or  life-threatening  illnesses 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood 

of  the  depressed  patient  without  the  agitation  and  “jitters”  that  often 
accompany  “energizer”  therapy  alone. 

2.  ‘Deprol’  relaxes  physical  tensions,  restores  normal  sleep  and  revives 
interest  in  food. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  compatible  with  drugs  used  to  treat  co-existing 
organic  conditions. 

5.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 


Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tions: Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs.  Precautions: 
Should  administration  of  meprobamate  cause  drowsiness, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  increased  by  mepro- 
bamate. Although  suicides  with  ‘Deprol’  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 


patients  with  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Even  though  it 
has  not  been  reported  with  'Deprol',  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishment  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied:  Light-pink,  scored  tablets 
Bottles  of  50. 
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* a result  of 
‘METHEDRINE’ 

METHAMPHETAMINE 

HYDROCHLORIDE 

therapy 


brand 


Her  once  unruly  appetite  is  now  well  tamed  with 
‘Methedrine’  (methamphetamine  hydrochlo- 
ride)... an  easy  way  to  help  control  food  crav- 
ingand  “hunger  pains.” 

Side  effects:  Insomnia  may  occur  if  taken  later 
than  6 hours  before  retiring.  The  usual  peri- 
pheral actions  of  sympathomimetic  amines 
(vasoconstriction  and  acceleration  of  the  heart) 
are  minimal  and  little  noticed  on  low  or  moder- 
ate dosage. 


Contraindications  and  precautions:  Should  not 
be  used  in  patients  with  myocardial  degenera- 
tion, coronary  disease,  marked  hypertension, 
hyperthyroidism,  insomnia  or  a sensitivity  to 
ephedrine-like  drugs.  Moderate  hypertension  in 
the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is 
reduced. 

‘Methedrine’  brand  Methamphetamine  Hydro- 
chloride: Tablets-5  mg.,  scored,  in  bottles  of 
100  and  1000. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 
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PERCODAN 


in  moderate  to 
moderately  severe  pain . . . 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  l 
tablet. ..rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PERCODAN®-DEMl,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.19  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U.  S.  Pats.  2, 628.185  and  2.907.768 
Literature  on  request. 

ENDO  LABORATORIES  INC., Garden  City,  New York 
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BERCULIN.TIIME  TEST 


(Rosenthal)  Lederle 


TAKE5 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWABTHEARM- 
U N CAP  A TINE  TEST- 
PRESS-DISCARD 
THA  TSALL 
THERE  IS  TO  IT. 

Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 
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The  Man  Bitten  by  a Dog 


Dr.  Lorenzen 


SINCE  1945  the  American  people  have  given 
over  $110,000,000,000  to  ninety-six  countries 
in  foreign  aid.  Some  of  this  was  necessary  and 
advisable  both  from  the  humanitarian  and  the 
political  point  of  view  immediately  following 
the  end  of  World  War  II. 


In  recent  years,  however,  we  have  often  been 
told  that  it  is  necessary  to  give  aid  even  to  un- 
friendly countries  to  keep  them  from  becoming 
more  hostile  towards  us  or  to  improve  the  image 
of  the  ugly  American.  One  is  reminded  in  these 
cases  of  the  fable  of  the  old  slave,  Aesop,  when 
he  told  of  the  man  who  having  been  bitten  by 
a dog  was  going  about  asking  who  could  cure 
him.  One  that  met  him  said,  “Sir,  if  you  would 
be  cured  take  a bit  of  bread  and  dip  it  in  the 
blood  of  the  wound  and  give  it  to  the  dog  that 
bit  you.”  The  man  smiled  and  said,  “If  I were 
to  follow  your  advice  I should  be  bitten  by  all 
the  dogs  in  the  city.” 

He  who  proclaims  himself  ready  to  buy  up 
his  enemies  will  never  lack  a supply  of  them. 

Robert  F.  Lorenzen,  M.D. 
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NEW 

SANBORN 


500 

ViSO 


Now  you  can  run  cardiograms  in 
your  office  or  on  emergency  calls 
with  even  quicker  instrument 
set-up  and  patient  connection  - — 
and  with  far  less  chance  of  any 
“noise”  or  artifacts  getting  into  the 
record.  The  completely  new  500 
VISO  helps  speed  patient  connec- 
tion and  prevent  errors  by  color- 
coded  cable  tips  and  a pictorial 
diagram  on  the  top  panel  . . . the 
“500”  uses  new  non-abrasive 
Redux®  Creme  that  requires  no 
rubbing  . . . the  “500”  input  cir- 
cuit greatly  reduces  the  possibility 
of  “AC”  and  other  electrical“noise” 
appearing  in  the  cardiogram,  and 
affords  added  patient  protection 
as  well. 


Two  speeds,  three  sensitivities,  50 
mm-wide  Sanborn  high-resolution 
inkless  charts,  operating  controls 
logically  grouped  by  frequency  of 
use  — these  are  a few  of  the  added 
operating  advantages  of  this  21- 
pound  compact  ECG.  And  for  a 
fully  mobile  cardiograph,  roll  the 
500  VISO  on  its  optional  match- 
ing cart  wherever  it’s  needed. 

Model  500  Viso-Cardiette,  $695 
complete  (delivered,  continental 
U.S.);  with  optional  Model  500- 
1100  Cart,  $820.  Call  your  local 
Sanborn  Branch  Office  now.  San- 
born Company,  Medical  Division, 
Waltham,  Mass.  (02154),  a Divi- 
sion of  Hewlett-Packard. 


Superior  trace  definition  with  new  operating  ease 


Phoenix  Resident  Representative  8341  N.  7th  St.,  943-6917 
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The  Doctor’s  Child 

by 

William  B.  McGrath,  M.D. 


THE  offspring  of  professional  men  are  rather 
too  commonly  afflicted  with  tension.  Some  of 
the  children  internalize  it.  They  become  anxious 
and  they  fail  to  attain  what  should  be  quite 
effortlessly  within  their  reach.  Others  act  out 
their  protest  in  erratic  or  delinquent  behavior. 

In  either  case  the  counsellor’s  advice  is  almost 
stereotyped:  Do  not  put  the  child  under  so 
much  pressure.  The  parents  reproach  themselves 
and  review  their  attitudes  toward  the  child.  They 
try  to  be  more  patient,  more  reassuring;  but 
they  are  not  fully  convinced.  And  maybe  they 
have  missed  the  point. 

Their  particular  relationship  to  the  child  is 
probably  not  depriving  or  oppressive.  It  is  their 
example-in-general  which  is  so  subtly  burden- 
some. 

The  professional  man  and  his  wife  have  long 
since  acquired  industriousness,  self-discipline, 
unrelaxed  conscientiousness.  To  the  exemplary 
display  of  such  traits  the  child  is  relentlessly 
exposed.  He  is  not  and  should  not  be  ready 
to  emulate  them.  His  instincts  tell  him  that  he 
should  still  be  a bit  irresponsible,  spontaneous 
and  playful.  No  matter  how  tenderly  we  talk 
to  him  or  treat  him,  he  will  be  judging  his 
unformed  character  by  the  standard  of  our  rigid 
example.  If  the  dilemma  is  explained  to  the 
child  and  really  shared  with  him,  his  developing 
confidence  need  not  be  impaired. 

One  only  imparts  confidence  by  confiding. 

The  example  set  by  the  professional  man  — 
again  too  commonly  — has  its  special  and  ugly 
component.  The  professional  man  is  conditioned 
always  to  see  what’s  wrong.  Such  is  his  posture, 
his  primary  orientation. 

He  takes  it  home  with  him,  this  critical  atti- 
tude. When  it  is  directed  toward  the  members 
of  his  family,  they  at  least  can  defend  them- 
selves, even  in  silence.  When  it  is  universally 
diffused  it  becomes  more  destructive. 

Listen  to  the  supper  table  conversation.  About 


all  the  child  ever  hears  are  our  derogatory  re- 
marks about  everything  and  everyone.  We  are 
sarcastic  toward  the  neighbors,  the  teachers,  the 
lawyers,  the  clergymen,  the  government.  We 
are  marvellously  skilled  in  denuding  our  friends 
and  demeaning  their  motives. 

Even  if  one  were  capable  of  beating  a dog 
savagely,  one  would  at  least  not  do  it  in  the 
presence  of  a child.  Yet  we  persist  in  our  verbal 
vivisections  with  the  terrible  cruelty  of  the 
righteous. 

By  our  endless  carping  we  convey  to  the  child 
that  the  adult  world  is  full  of  nothing  but  coun- 
terfeit establishments  and  people.  No  wonder 
he  gets  discouraged  or  rebels.  If  he  has  the 
intelligence  to  repudiate  the  pharisaic  values 
which  we  express,  he  has  no  place  to  go. 

There  is  a remedy,  of  course.  But  one  has  to 
overcome  a surprising  resistance  to  its  applica- 
tion. It  is  to  let  the  child  occasionally  overhear 
our  unstinting  praise  of  someone  other  than 
ourselves.  It  is  to  let  the  child  feel  our  unquali- 
fied acceptance  of  the  groups  and  institutions 
which  comprise  the  outside  world.  It  is  to  let  the 
child  learn  that  we  usually  impute  to  others  the 
virtue  of  doing-the-best-we-can,  as  we  claim  that 
virtue  for  ourselves.  The  child  can  then  believe 
that  all  of  us  will  give  him  credit  for  doing  the 
best  he  can. 

The  professional  man  brings  home  another 
habit  which  may  prove  hurtful  to  the  child.  A 
lawyer  or  a minister  or  especially  a doctor  has 
trained  himself  to  be  just  a bit  impersonal  to- 
ward the  vulnerable  individuals  who  engage  his 
interest.  Professionalism  is  almost  defined  by 
the  ability  to  discriminate  between  familiarity 
and  friendliness.  In  the  household  then,  there 
may  develop  an  institutional  kind  of  affective 
starvation.  The  son  or  daughter  will  sorely  miss 
the  reassuring  experience  of  familiarity.  He  or 
she  should  not  be  denied  the  enduring  terms 
and  unearned  gestures  of  personal  affection. 
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Just  turned  hypertensive 


A 15  mm.  Hg  drop  in  diastolic  pressure 
would  also  suit  her  very  well 

For  suitably  gradual,  physiologic 
hypotensive  treatment 


HYDROMOX 

QUINETHAZONE  TABLEIS 

antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg, 12  just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.: 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 


LEDF.KLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River.  N.Y. 


The  Professional  Purchasing  Associa- 
tion was  organized  by  members  of  the 
medical  profession  for  their  mutual  benefit.  It  has 
become  the  largest  professional  buying  organization 
in  the  nation.  Its  members  practice  in  every  state.  Its 
affiliated  suppliers  are  the  American  Hospital  Supply 
Corporation,  and  Scientific  Products. 

The  sole  purpose  of  the  association 
is  to  save  money  for  its  members  on:  (1)  injectable 
drugs  of  all  major  manufacturers;  (2)  expendable 
supplies;  (3)  office  equipment;  (4)  instruments; 
(5)  building,  buying  and  leasing  of  fully  equipped 
office  buildings,  clinics  and  hospitals;  and  (6) 
leasing  new  automobiles. 

The  increasing  membership  attests 
to  the  reliability  of  the  association,  the  economy 
of  its  pricing  structure,  and  the  de- 
pendability of  the  service  it  performs. 


PROFESSIONAL  PURCHASING  ASSOCIATION 

EXECUTIVE  OFFICES:  4333  COUNTRY  CLUB  DRIVE  • BOX  935  • NORMAN,  OKLA. 


Members  of  the  medical  profession  who  wish  to  investigate  the 
financial  advantages  of  a membership  in  the  association  may  do 
so,  without  obligation,  by  indicating  their  desire  on  a professional 
letterhead  and  forwarding  it  to  the  association’s  executive  offices. 
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Dr.  Waldron 


Disaster  Medical  Care  — 

Part  III 

by 

Carl  W.  Waldron,  M.D.,  D.D.S.,  F.A.C.S. 


considerable  rearrangement  of  hospital  facili- 
ties may  be  necessary  to  take  care  of  expan- 
sion for  disasters.  The  X-Ray  Department, 
Operating  Rooms,  Clinical  Laboratory,  Central 
Supply  and  kitchens  might  be  the  only  sections 
reserved  for  their  primary  purposes.  Lobbies, 
lounges,  dining  area,  conference  rooms  and  class 
rooms  might  of  necessity  become  wards. 

The  types  of  disaster  injuries  will  determine 
the  activity  of  the  various  departments  and 
planning  must  be  flexible  to,  for  example,  take 
care  of  large  numbers  of  burn  patients  and  but 
few  victims  with  other  wounds.  In  other  disas- 
ters such  as  tornadoes  or  wrecks,  burns  might 
be  rare  and  fractures  of  common  occurrence  — 
furthermore  injuries  may  be  multiple  such  as 
a severe  burn  a fracture  and  shock  which  may 
then  be  the  condition  requiring  immediate  atten- 
tion. For  these  reasons  the  health  personnel  of 
the  hospital  should  have  a sufficiently  broad 
training  to  function  under  supervision  in  any 
department.  The  basic  training  is  the  Medical 
Self-Help  Course  to  be  supplemented  as  indicat- 
ed by  instruction  by  department  heads  and 
technicians.  Most  hospitals  do  not  have  a suf- 
ficiently large  administrative  and  working  staff 
to  adequately  meet  the  problems  of  disasters. 
Auxiliary  personnel  should  be  enlisted  from  the 
community  and  trained  as  noted  and  subsequent- 
ly oriented  and  assigned. 

The  shock  ward  should  be  close  to  the  RURN 
AREA  or  combined  with  it  as  the  patient  man- 
agement is  similar.  Larger  rooms  are  preferable 
so  that  a limited  nursing  staff  may  watch  the 
casualties  more  carefully,  recognize  worsening 
conditions  and  take  immediate  steps  to  control 
them.  Frequent  blood  pressure  and  pulse  read- 
ings with  time  recorded  are  practical  guides  and 
more  useful  than  occasional  readings  for  de- 
terming  the  progress  of  the  condition  of  the 


patient  for  the  trend  of  blood  pressure  changes 
is  as  important  as  the  blood  pressure  itself. 
Recognition  of  the  types  of  injuries  and  situations 
likely  to  cause  shock  may  make  possible  its  pre- 
vention or  control  with  prompt  treatment.  One 
or  more  nurses  in  the  shock  area  should  be  re- 
sponsible for  keeping  a close  watch  on  the  con- 
dition of  the  patients  in  order  to  prevent,  if 
possible,  any  going  into  irreversible  shock. 

Hidden  bleeding  may  be  severe  and  occur 
suddenly  in  cases  of  fractures  with  torn  muscles 
and  vessels,  abdominal  or  thoracic  injuries,  all 
important  factors  in  the  production  of  shock. 
Constant  watchful  supervision  must  be  main- 
tained to  detect  signs  of  hemorrhage.  The  body 
is  thrown  into  a defensive  state  usually  with 
vasoconstriction  which  initially  may  be  accom- 
panied by  a normal  blood  pressure  due  to  an 
increased  pulse  rate  and  a decreased  amount 
of  circulating  blood.  This  in  turn  produces  a 
hypoxia  which  interferes  with  certain  body  func- 
tions. This  initial  normal  blood  pressure  reading 
is  most  deceptive  and  will  surely  drop  unless 
the  probability  of  subsequent  shock  due  to  an 
increased  permeability  of  the  capillaries  is  rec- 
ognized. Frequent  blood  pressure  and  pulse 
readings  are  most  essential  guides  to  therapy. 
Laboratory  studies  and  hematocrit  readings  are 
desirable  if  facilities  and  time  permit. 

BURNS  — The  number  of  burn  casualties 
obviously  depends  upon  the  type  of  disaster, 
though  severe  burns  may  complicate  other  injur- 
ies sustained  in  a wide  variety  of  accidents. 
Experience  has  shown  that  a dozen  or  more 
severe  burn  cases  can  overwhelm  a large  hos- 
pital if  it  does  not  have  a well  organized  burn 
department.  Death  from  burns  may  be  due  to 
airway  obstruction  following  burns  of  the  face 
or  neck,  particularly  when  steam  or  fumes  have 
been  inhaled.  Prophylactic  tracheostomy  with 
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subsequent  meticulous  aspiration  and  care  of 
the  tube  is  essential.  Extreme  caution  must  be 
taken  in  the  administration  of  fluids  in  case  of 
inhalation  burns  of  the  respiratory  tract  in  order 
to  avoid  pulmonary  edema.  Shock  is  the  prin- 
cipal cause  of  death  in  burns  and  the  probability 
of  survival  is  considerably  reduced  in  disasters, 
and  in  sorting  many  patients  must  be  placed  in 
the  Expectant  category  if  burns  are  extensive 
and  of  3rd  degree.  The  Baxter  Laboratories  Fluid 
Calculator  for  2nd  and  3rd  degree  burns  is  a 
most  useful  guide  in  treatment.  The  percentage 
points  of  body  surface  burned  is  appraised  rap- 
idly by  multiplying  the  surface  of  3rd  degree 
involvement  by  1 and  the  2nd  degree  by  xk.  A 
complete  3rd  degree  burn  of  the  anterior  chest 
and  abdomen  18%  x 1 = 18  plus  a six  per  cent 
2nd  degree  burn  of  one  arm  6 x Vz  = 3 which 
added  to  18  would  be  a 21%  points  burn  of  the 
victim.  There  is  a tendency  to  over-estimate  the 
extent  of  burns.  In  disaster  conditions,  40% 
points  would  be  considered  lethal  and  the  victim 
would  be  classified  as  Expectant  when  sorted. 
Blood  is  required  in  extensive  3rd  degree  burns 
and  in  small  amount  in  extensive  2nd  degree 
burns.  Greater  reliance  is  placed  on  plasma,  col- 
loid, electrolyte,  saline,  Ringers  and  Dextrose 
solutions. 

Complete  records  of  fluid  intake  and  the 
measurement  of  output  of  urine,  hourly  if  pos- 
sible, by  means  of  a self-retaining  catheter  are 
essentia]  to  determine  the  progress  and  to  con- 
trol the  Fluid  Replacement  Therapy.  Urinary 


output  should  be  kept  at  30  to  50  cc  per  hour 
and  if  below  15  cc  a significant  increase  may 
usually  be  secured  by  rapid  infusion  of  1000  cc 
plasma  or  plasma  expander  by  means  of  a poly- 
ethylene tubing  inserted  into  the  femoral  vein 
LIFE  LINE.  Renal  failure  must  be  considered 
if  urinary  output  does  not  respond  to  these 
measures  and  salt  and  fluids  restricted  until  the 
kidneys  recover  their  excretory  function.  As  soon 
as  the  casualty  becomes  stabilized,  usually  the 
4th  to  6th  day  — the  catheter  may  be  removed. 
When  accepted  without  emesis,  oral  fluid  intake 
is  employed. 

Burn  wounds  should  be  initially  and  gently 
cleansed  with  soap,  water  and  saline  to  remove 
dirt  and  loose  burned  tissue  to  control  infection. 
The  exposure  method  of  care  has  found  great 
favor,  but  care  should  be  taken  to  avoid  subse- 
quent infection  by  air  born  organisms.  Sterile 
or  clean  sheets  may  suffice  — contacting  burn 
surfaces  should  be  kept  apart,  cotton  gloves  are 
useful  for  hands  and  fingers.  Sterile  burn  dress- 
ings if  available,  are  most  useful  for  extensive 
burns  of  the  trunk  and  extremeities.  An  appre- 
ciation of  the  magnitude  of  burn  therapy  meas- 
ures is  the  fact  that  one  40%  second  degree 
surface  burn  (20  points)  has  been  estimated  to 
require  42  tanks  of  oxygen,  36  pints  of  plasma, 
40  pints  of  blood,  104  pints  of  fluids,  miles  of 
gauze  where  dressings  are  indicated,  drugs  and 
the  services  of  three  nurses  and  two  physicians. 
Skin  test  is  made  for  tetanus  antitoxin  (T.A.T.) 
and  administration  of  1500  units;  or  if  patient  has 
had  tetanus  toxoid  give  a 1 cc  booster  dose. 
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Dean  Dr.  DuVal 


A profession  can  be  distinguished  from  a trade 
by  three  criteria.  First,  it  serves  society  ver- 
tically in  time  rather  than  horizontally;  second, 
it  actively  seeks  to  create  new  knowledge  in  its 
own  field;  and  third,  it  perpetuates  itself  by 
forwarding  its  cumulative  knowledge  and  skills 
into  each  succeeding  generation.  Although  there 
has  been  considerable  variation  in  the  degree 
to  which  these  obligations  have  been  met  by 
the  various  professions,  in  general,  medicine  has 
been  particularly  conscientious  and  attentive  to 
these  responsibilities.  One  result  of  this  is  the 
esteem  in  which  our  profession  is  held  by  society. 

Recently,  the  doctors  in  Arizona  have  fulfilled 
their  own  professional  obligations  by  giving  lead- 
ership and  counsel  in  favor  of  the  decision  to 
inaugurate  a program  of  medical  education.  And 
while  unanimity  of  opinion  was  not  always  pres- 
ent, with  regard  to  how  or  where  such  a program 
could  best  be  accomplished,  at  no  time  was  there 
substantial  disagreement  that  the  decision  to 
start  was  a proper  one.  Now,  united  as  we  are 
in  a collective  effort  to  begin,  success  seems 
assured. 

In  response  to  the  authorization  which  the 
Regents  have  granted  to  the  University  of  Ari- 
zona, a commitment  has  been  made  that  the 
medical  school  will  be  oriented  to  the  needs 
of  all  of  the  citizens,  students,  and  doctors  in 
the  state.  Indeed,  every  aspect  of  planning  has 
proceeded,  and  will  continue  to  proceed,  with 
this  commitment  in  mind.  As  a start,  steps  have 
been  taken  to  contact  all  segments  of  the  prac- 
ticing profession  so  that,  with  the  passage  of 
time,  effective  channels  of  communication  can 
be  developed  between  the  school  and  the  pro- 
fession. These  channels  will  become  an  important 


Dean's  Page 

instrument  in  helping  the  College  of  Medicine 
develop  and  maintain  an  awareness  of  the  con- 
stantly changing  pattern  of  social,  community 
and  medical  needs  of  our  people  as  they  are 
interpreted  by  our  profession. 

The  response  to  this  approach  has  been  excel- 
lent thus  far.  In  fact,  personal  visits  with  the 
memberships  of  all  but  two  of  our  fourteen 
county  medical  societies  have  already  yielded 
at  least  three  definite  impressions.  First,  there 
is  a widespread  sense  of  pride  and  interest  in 
the  developing  College  of  Medicine  among  the 
members  of  our  profession.  Second,  there  is  an 
impressive  degree  of  thoughtful  concern  about 
the  projected  shape  and  mission  of  the  school. 
Third,  many  individual  physicians  have  express- 
ed a strong  desire  that  the  developing  medical 
school  will  be  properly  supported  by  the  state 
legislature  so  that  it  can  do  its  work  effectively, 
and  so  that  it  can  avoid  those  problems  which 
arise  so  frequently  within  a medical  center  set- 
ting when  state  support  is  inadequate.  If  these 
views  continue  to  prevail,  it  follows  that  the 
doctors  in  Arizona  will  earn  an  additional  meas- 
ure of  respect  for  the  sincerity  with  which  they 
will  have  fulfilled  their  obligations  as  a 
profession. 

Of  the  many  problems  involved  in  starting  a 
College  of  Medicine,  the  great  majority  are 
probably  of  little  interest  to  the  members  of 
the  State  Medical  Association.  Some  of  them, 
however,  are  very  important  problems  relating 
to  the  philosophy  of  undergraduate  medical 
education,  graduate  training  and  continuing  edu- 
cation. Their  solution  will  not  be  possible  with- 
out thoughtful  and  deliberate  consideraiton  by 
all  of  us.  As  a step  toward  making  this  possible 
the  editorial  staff  of  ARIZONA  MEDICINE  has 
generously  invited  the  administration  of  the 
College  of  Medicine  to  review  and  develop  these 
problems  in  its  pages  and  will  be  presented 
and  discussed  on  this  page.  By  this  means,  each 
member  of  our  STATE  MEDICAL  ASSOCIA- 
TION can  remain  informed,  and  can  give  his 
personal  attention  and  deliberation  to  those 
problems  in  which  he  is  interested.  As  a result, 
he  may  be  more  encouraged  to  communicate  his 
thoughts  and  opinions  to  us  for  the  benefit  of 
us  all. 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS... 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance. . .and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC  — 
Pabalate-SF  with  hydrocortisone. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


m 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

— the  new,  convenient  way  to  prescribe 
PABALATE-SO Dl U M FREE 


In  Memoriam 


WITH  the  sudden  death  of  Doctor  Edward  J. 

Gotthelf  from  a coronary  occlusion  on  May 
19,  1964,  an  era  has  almost  passed  by  us.  It 
marks  the  exit  of  the  pioneer  doctor  in  Arizona, 
the  horse  and  buggy  doctor  of  the  southwestern 
frontier  and,  in  this  instance,  culminated  a use- 
ful, interesting  life  which  included  an  active 
practice,  public  service,  experience  in  a major 
war,  a skirmish  battle  in  Mexico,  a life  of  inter- 
esting hobbies,  with  his  services  warranting 
commendation  from  both  the  governments  of 
France  and  Mexico. 

Doctor  Ed  was  a product  of  pioneer  stock. 
His  grandfather,  Doctor  Lewis  Gotthelf,  was 
born  in  Frankfurt,  Germany,  and  immigrated  to 
America  in  1849,  four  years  after  William  Wor- 
rall  Mayo,  father  of  the  Mayo  brothers,  had 
sailed  to  America  from  England.  He  home- 
steaded and  practiced  medicine  in  Ohio  and 
South  Dakota.  Of  the  next  generation,  Doctor 
Ed  Gotthelf’s  father  was  Edward  John  Gotthelf 
who  homesteaded  in  Minnesota,  South  Dakota, 
and,  in  his  later  years,  moved  to  Tucson  where 
he  died  at  the  age  of  92. 

Doctor  Gotthelf  was  born  in  St.  Mary’s,  South 
Dakota  on  August  3,  1889,  his  youth  being  spent 
on  his  father’s  farm.  Young  Ed  attended  the 
Sioux  Falls,  South  Dakota  high  school  where 
he  was  a member  of  the  football  squad  and 
played  in  the  school  band.  From  there  he  con- 
tinued his  education  at  the  University  of  Illinois 


and  obtained  his  M.D.  degree  in  1914,  taking 
postgraduate  work  for  a short  period  of  time  in 
Germany  which  was  the  center  of  medical  learn- 
ing at  that  time. 

In  1914,  Doctor  Gotthelf  became  associated 
with  the  late  Doctor  C.  A.  Thomas  in  an  office 
on  Pennington  Street.  Having  practiced  in  Tu- 
cson for  over  a half  century,  he  and  Doctor 
S.  D.  Townsend  had  practiced  in  Tucson  longer 
than  any  other  physicians  at  the  time  of  his 
death.  During  the  First  World  War,  he  served 
overseas  in  the  United  States  Medical  Corps  as 
commanding  officer  of  an  ambulance  evacuation 
company  and  was  later  promoted  to  the  rank 
of  major.  He  was  awarded  the  French  Legion 
Citation  for  his  wartime  endeavors,  and  for  his 
services  to  the  Selective  Service  Board  in  World 
War  II  he  was  given  the  Selective  Service  Medal 
from  the  Congress  of  the  United  States. 

On  returning  to  his  practice  from  World  War 
1,  he  served  twelve  years  as  county  physician. 
In  his  capacity,  he  found  that  Tucson  had  not 
lost  all  of  its  wild  and  woolly  qualities,  seeing 
the  seemy  side  of  the  town  with  its  too-frequent 
murders.  Once  he  was  called  to  Greaterville 
after  a murder  and  was  shot  at  by  the  criminal 
who  escaped. 

J.  F.  Weadock  writes  in  his  “Desert  Note- 
book”, “The  county  physician  at  this  time  got 
little  if  any  sleep  over  the  weekends  and  the 
police  considered  that  Saturday  wasted  which 
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didn’t  bring  a shooting  or  cutting  fracas.  “Doc  ’ 
Gotthelf  attended  most  of  them  and  got  a rep- 
utation for  being  a neat  hand  with  a needle  after 
a victim  of  a knifing  was  brought  into  St.  Mary’s 
Emergency  Room  or  the  police  station,  depend- 
ing upon  the  extent  of  the  surgery  needed.  One 
night  there  came  a call  for  the  doctor’s  help 
from  a Mexican  woman  in  a small  adobe  home 
in  the  southwest  side.  She  was  in  labor  and  the 
midwife  informed  the  doctor  that  things  were 
‘muy  malo.’  Accompanied  by  his  nurse,  Miss 
Helen  Bocock,  ‘Doc’  took  off  to  the  scene  of 
the  trouble.  He  arrived  and  found  that  the 
midwife  had  not  overstated  the  case.  The 
woman  was  in  real  trouble,  if  not  given  imme- 
diate aid,  neither  she  nor  the  child  would  live. 
‘Doc’  threw  off  his  coat  and  with  Miss  Bocock ’s 
help  went  to  work.  He  had  neither  the  time  nor 
opportunity  to  call  an  ambulance.  While  ‘Doc’ 
was  busy  attempting  to  get  the  new  citizen  into 
the  world  alive  and  not  lose  the  mother  in  the 
process,  the  father  came  blundering  in,  more 
than  a little  intoxicated.  All  he  saw  was  a man 
in  his  bedroom,  bending  over  his  wife  who  was 
practically  nude,  while  the  woman  moaned  in 
pain.  Grabbing  a long  butcherknife  from  the 
table,  he  started  toward  the  unaware  doctor, 
ready  to  carve  him  into  ‘jerky’.  Nurse  Bocock 
who  was  an  able  and  husky  woman,  collared 
the  bewildered  husband  as  he  went  by.  She 
tossed  him  through  the  door  into  the  street, 
locked  the  door,  and  resumed  work.  It  was 
only  after  mother  and  son  were  doing  fine  that 
‘Doc’  found  out  how  close  he  came  to  needing 
some  stitching  himself.” 

During  the  1921  smallpox  epidemic,  he  vac- 
cinated 1,800  persons  at  Armory  Park  one 
Sunday.  He  also  administered  the  first  gas 
and  spinal  anesthesia  given  in  Tucson. 

“The  Battle  of  Mesquite,  a border  skirmish, 
was  fought  in  1929.  Because  of  the  need  for 
doctors,  Doctors  Gotthelf,  J.  B.  VanHorn,  and 
1.  B.  Norris  took  off  for  the  battlefield.  They 
arrived  late  in  the  afternoon  in  time  to  assist 
the  twenty-three  wounded  men  who  had  been 
oft  on  the  field  of  battle,  some  of  them  ser- 
iously hurt.  They  rendered  first  aid  and  did 

hat  they  could  in  the  field,  then  comman- 
deered a truck  and  hauled  the  seriously  wounded 
to  i ucson.  One  that  Ed  operated  upon  was  a 
soldier  who  had  been  hit  in  the  abdomen  and 
had  twenty-three  perforations  in  his  intestines. 


After  about  six  weeks  in  the  hospital  in  Tucson, 
the  Mexican  was  released  and  returned,  cured, 
to  his  home  in  Mexicali.  The  Mexican  govern- 
ment through  its  ambassador  in  Washington 
wrote  a letter  of  commendation  to  the  three 
Tucson  physicians.  He  also  must  have  assumed 
all  bills  had  been  paid  for  he  sent  no  money. 
Each  doctor  did  get  a rifle,  which  the  Mexicans 
had  thrown  away,  as  a souvenir  of  the  battle.”* 

He  was  an  avid  sportsman.  Hunting  quail  and 
dove  were  his  specialties,  and  there  was  hardly 
a piece  of  land  around  Tucson  he  had  not 
walked  over  at  one  time  or  another.  His  accum- 
ulation of  guns  was  remarkable  and  beautiful, 
both  antiques  and  new.  His  collection  of  fishing 
equipment  was  large  enough  to  start  a sporting 
store,  and  some  years  past  was  on  exhibition 
in  the  novel  bar  in  his  home,  containing  slot 
machines,  a brass  rail,  and  all  the  trimmings, 
including  cuspidors.  Here  was  one  of  the  most 
interesting  aggregations  of  memorabilia  I had 
ever  seen  in  a private  residence.  He  was  an  avid 
fisherman,  like  his  spiritual  predecessor,  Isaak 
Walton,  pursuing  both  trout  fishing  in  the  White 
Mountains  where  he  was  considered  somewhat 
of  a pioneer  in  the  fishing  of  these  streams,  and 
was  a hunter  of  the  denizen  of  the  deep  azure 
sea  on  the  west  Mexican  coast. 

In  the  more  recent  past,  Ed  had  traveled 
widely.  He  visited  his  son  who  was  stationed 
in  the  Army  in  Germany,  and  more  recently 
made  two  trips  to  the  Orient.  I visited  with  him 
on  the  day  he  was  leaving  to  attend  the  fiftieth 
anniversary  of  his  medical  school  graduating 
class.  His  zest  for  life  was  apparent  — he  talked 
of  more  fishing  and  his  ambition  to  see  again 
other  parts  of  the  world.  On  returning  from  this 
anniversary,  he  boarded  a nonstop  airliner  from 
Chicago  to  Tucson  and  was  stricken,  suddenly 
ending  his  full  and  interesting  life.  I believe  this 
was  the  way  he  would  have  had  it  could  he 
have  had  a choice. 

Ed  was  a fifty-year  member  of  the  Elks  Club, 
a member  of  the  Lions  Club,  American  Medical 
Association,  Pima  County  Medical  Society,  MO 
Club,  a member  of  Nu  Sigma  Nu  Fraternity  and 
had  received  a Medallion  of  Merit  from  the 
University  of  Arizona  on  its  seventy-fifth  anni- 
versary. 

“From  J.  F.  Weadock’s  “Desert  Notebook”. 
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He  is  survived  by  his  widow,  Jean;  a son, 
Major  Edward  J.  Gotthelf,  III,  of  Huntington 
Beach,  California;  a daughter,  Mrs.  Barbara 
Davis,  of  Albany,  Georgia;  and  seven  grand- 
children. 

Just  before  I entered  the  church  on  the  day  of 
the  funeral,  a woman  stepped  into  my  path, 
weeping  with  grief.  She  cried,  “Thirty  years 
ago  he  saved  my  life  — now  he  is  gone.”  Yes  — 
one  of  our  state’s  early  medical  citizens  is  gone 
and  greatly  missed.  His  best  epitaph  will  be  in 
the  memory  of  those  hundreds  of  patients  re- 
membering the  loyal  and  unselfish  service  he 
had  given  them  in  the  past  fifty  years.  His  was 
a life  of  faithful  service  to  his  fellowmen  wheth- 
er they  be  of  high  or  low  degree;  poor  or  rich; 
black,  yellow  or  white. 

H.  D.  Cogswell,  M.D. 
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The  cost  is  very  reasonable. 

For  further  information  write  to  — 
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In  your  busy  night-and-day 
preoccupation  with  other 
people’s  lives,  it  is  very  diffi- 
cult for  you  to  find  time  to 
think  about  your  own  future. 

Yet  face  it  you  must  for  the 
sake  of  your  family. 

We  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical  pro- 
fession, and  arrange  for  a visit 
— with  your  lawyer  — to  our 
Trust  Department. 

Discuss  your  estate  plans  in 
detail.  Let  an  experienced 
Trust  Officer  show  you  how  the 
group-judgment  of  specialists 
in  the  Trust  field  will  insure 
your  estate  being  handled 
soundly,  economically  — and 
to  the  letter  of  your  Will. 


# sp  •«!!•  <%  V-  W'ki 


# 

# 

€# 


# 

# 

# 


# 

g|: 


:V*>X 

Ws 


TRUST  DEPARTMENT 


RESOURCES  $900  MILLION 

MEMBER  FEDERAL  DEPOSIT  INSURANCE  CORPORATION 
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Correspondence 

Editor’s  Note:  Feeling  that  a candidate’s  comments  on  issues 
affecting  physicians  and  their  patients  would  be  of  interest  to 
Arizona  doctors,  we  wrote  to  each  of  the  gubernatorial  candidates 
requesting  a statement  for  publication  in  ARIZONA  MEDICINE. 

Reprinted  below  is  my  request  followed  by  a statement  sub- 
mitted by  Richard  G.  Kliendienst.  Republican  candidate  for  Gov- 
ernor. The  Democratic  candidate  did  not  reply. 

Dear  (Candidates  name) 

Congratulations  on  your  recent  primary  vic- 
tory. 

As  editor  of  the  journal  of  the  Arizona  Medi- 
cal Association  I am  requesting  that  candidates 
write  a short  summary  outlining  their  position  on 
issues  of  particular  interest  to  physicians  and 
their  patients  in  Arizona.  I would  like  to  pub- 
lish your  comments  in  the  October  issue  of  Ari- 
zona Medicine. 

We  would  be  interested  in  your  views  regard- 
ing any  existing  problems  and  your  proposal  for 
their  solution.  Such  items  as  hospital  and  physi- 
cian care,  plans  financed  through  Social  Security, 
mental  health  problems,  compulsory  or  voluntary 
health  insurance  plans,  the  Medical  School  in 
Arizona  and  any  other  problems  relative  to  our 
State  in  the  field  of  medical  care  would  be  of 
particular  interest. 

We  hope  that  you  will  favor  us  with  a reply. 
In  order  to  publish  your  remarks  they  must  be 
in  our  hands  no  later  than  Monday,  September 
21st. 

Sincerely  yours, 

Robert  F.  Lorenzen,  M.D. 

Editor 


Dear  Doctor  Lorenzen: 

I congratulate  the  medical  profession  of  the 
nited  StatUes.  As  a result  of  their  efforts  and 
learning  we  enjoy  the  highest  standards  of  medi- 
cine and  medical  care  in  the  world.  We  must 
always  strive  to  perpetuate  a climate  of  govern- 
ment that  will  permit  the  growth  and  develop- 
ment of  private  medicine.  Modern  experience 
has  demonstrated  that  when  the  members  of  a 
medical  profession  are  free  to  pursue  their  call- 
ing and  not  fettered  by  many  government  dic- 
tates they  amply  reward  society  by  continuously 
improving  the  standards  of  patient  treatment  and 
by  enlarging  the  frontiers  of  medical  knowledge. 

There  are  bound  to  be  in  our  state,  as  in  any 
other  state,  some  less  fortunate  individuals  who 
do  not  have  health  insurance  and  are  unable  to 
pay  for  necessary  medical  care.  Many  of  these 


are  now  taken  care  of  through  the  various  county 
hospitals  and  have  been  so  for  many  years.  The 
county  taxpayers  in  effect  furnish  the  facility 
and  many  local  physicians  provide  their  services 
for  a nominal  fee.  There  are  also  outpatient  clin- 
ics at  the  great  private  hospitals  where  medical 
help  is  given  free  of  charge.  For  catastrophic 
situations  such  as  severe  mental  retardation  or 
mental  illness  the  state  should  and  does  provide 
facilities,  nder  ouUr  private  enterprise  system 
no  individual  is  denied  medical  care  for  lack  of 
funds. 

Several  years  ago  Congress  enacted  the  so- 
called  Kerr-Mills  Act,  which  provided  federal 
grants  to  states  which  wished  to  expand  health 
assistance  to  elderly  citizens  of  limited  means. 
There  is  thus  available  to  us  the  means  of  ex- 
panding the  facilities  and  services  which  have 
previously  been  furnished  to  needy  elderly  per- 
sons in  our  midst.  As  of  early  this  year,  thirty- 
four  states  had  enacted  laws  authorizing  partici- 
pation in  this  program.  In  our  state  Republicans 
in  our  legislature  have  led  the  effort  to  pass 
enabling  legislation.  I favor  wholeheartedly  the 
adoption  of  such  legislation  in  Arizona. 

The  reasons  why  I prefer  voluntary  programs, 
supplemented  by  Kerr-Mills  aid,  over  compul- 
sory federal  medicare,  are  several.  Reliance  on 
voluntary  health  insurance  programs,  together 
with  assistance  to  the  needy  through  the  tradi- 
tional local  facilities  and  Kerr-Mills  participa- 
tion, preserves  intact  the  values  of  the  present 
system.  Voluntary  private  initiative  is  encour- 
aged; government  activity  is  primarily  at  the 
state  and  local  level;  the  Social  Security  program 
is  not  over-loaded  or  put  in  financial  jeopardy; 
and  there  is  no  threat  to  the  physician-patient  re- 
lationship. 

On  the  other  hand,  the  “Medicare”  proposal 
of  the  Kennedy -Johnson  administration  (the 
benefits  of  which  are  limited  to  hospitalization) 
would  seriously  damage  or  threaten  each  of  these 
values.  It  represents  an  invasion  by  the  federal 
government  into  another  area  of  our  lives  with- 
out any  real  showing  of  necessity  for  such  an 
invasion.  The  proponents  of  “Medicare”  are  ob- 
sessed with  the  notion  that  there  is  something 
wrong  about  making  government  funds  available 
on  a basis  of  need.  Because  some  of  our  citizens 
are  unable  to  provide  medical  care  for  them- 
selves, advocates  of  “Medicare”  say  that  the  fed- 
eral government  must  provide  medical  care  for 
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all  of  our  citizens,  so  that  there  will  be  no  “stig- 
ma” attached  to  such  services.  This  is  indeed  a 
case  of  the  tail  wagging  the  dog. 

I say  let  us  continue  the  tradition  of  provid- 
ing medical  care  for  those  who  cannot  provide 
it  for  themselves,  but  let  us  recognize  that  the 
basis  for  help  here  is  need.  By  so  doing,  we 
may  make  available  to  the  needy  what  they  can- 
not get  for  themselves  while  at  the  same  time 
encouraging  further  development  of  voluntary 
programs  to  hel  pinsure  those  who  are  able  to 
provide  for  themselves.  Both  assistance  for  those 
ingenuine  need  and  the  encouragement  of  pri- 
vate initiative  are  in  the  best  traditions  of  our 
government. 

Mental  health  is  a question  which  has  con- 
cerned various  committees  and  study  groups  in 
and  out  of  government  for  some  time.  I am 
aware  that,  at  Gov.  Fannin’s  charge,  extensive 
reviews  are  currently  being  made  by  a citizens’ 
group.  I would  hope  that  suggestions  for  any 
future  planning  emphasize  direct  supervision  by 
properly  qualified  medical  personnel. 

The  decisions  about  the  location  and  planning 
for  the  Arizona  medical  school  have  been  con- 
fided by  the  legislature  to  the  Board  of  Regents. 
I believe  that  the  Board  of  Regents  is  the  appro- 
priate body  to  make  these  decisions. 

Richard  G.  Kleindienst. 
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In  Sprains,  Strains  and  Muscle  Spasm, 1 * 3  4Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 

the  pain. 

2 A.P.C.  compounds  have  limited  usefulness;  and 
patient  can  buy  them  without  your  prescription. 

: . .lately,  most  of  them  are  too  mild  to  be  effec- 

tor sprains— and  more  potent  products  too  often 

make  ibe  patie  nt  feel  ‘dopey’. 

3.  ‘Soma  Compound  is  ideal  in  these  cases.  Since  it 
contains  both  Soma’  (carisoprodol)  and  acetophenet- 

idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound + Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

SomaCompound+Codeine  j 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphafe  16  mg.  (Warning -may  be  habit  forming.) 

^/©WALLACE  LABORATORIES / Cr anbury,  N.J. 
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NEW  'FAMILY  DOCTOR' 

Patients  With  Minor  Ills  Jam  Emergency  Rooms, 
Drive  Up  Hospital  Costs 

A doctor  in  the  emergency  room  of  New 
York  City’s  Roosevelt  Hospital  bends  over  an 
examining  table  and  carefully  removes  wax  from 
the  ear  of  a 17-year-old  secretary. 

The  doctor’s  routine  endeavor  points  up  a 
worsening  medical  problem  that  has  nothing  to 
do  with  ear  wax.  At  Roosevelt  and  many  other 
hospitals  across  the  nation,  the  emergency  room, 
once  solely  an  accident  and  crisis  ward,  is  be- 
coming a kind  of  community  health  center  for 
treating  minor  ills  ranging  from  ear  wax  to  head 
colds.  A survey  by  the  American  College  of 
Surgeons,  in  fact,  shows  only  about  45%  of  the 
emergency-room  cases  handled  nowadays  are 
really  emergencies  at  all. 

“We’re  becoming  a substitute  for  the  family 
doctor,”  declares  Dr.  T.  Scudder  Winslow, 
Roosevelt’s  director  of  emergency  service. 

Hospitals,  of  course,  are  free  to  turn  down 
requests  for  emergency-room  treatment.  But, 
even  if  it  is  finally  determined  no  emergency 
exists  and  the  patient  is  sent  away,  an  examina- 
tion normally  must  be  made  first.  And  this 
naturally  eats  up  time  and  manpower,  and  it 

puts  a strain  on  emergency  room  facilities. 

The  consequence:  Hospitals  find  themselves 
forced  to  spend  hefty  hums,  money  they  can  ill 
afford,  to  strengthen  their  emergency  depart- 
ments. And,  to  cover  at  least  part  of  the  expense, 
they  are  increasing  charges  not  only  for  emer- 
gency room  treatment  but  also  for  most  other 
services.  So  much  is  this  the  case,  in  fact,  that 
many  authorities  cite  spiraling  emergency-room 
costs  as  a prime  reason  the  bill  for  a day’s  hos- 
pital stay  has  tripled,  on  average,  in  a decade. 

STRAINED  FACILITIES 

The  strain  on  emergency  facilities  can’t  be 
pinpointed  with  any  over-all  statistic.  But  talks 
with  individual  hospitals  leave  no  doubt  about 
the  trend. 

San  Francisco’s  General  Hospital,  for  example, 
handled  47,896  cases  in  its  emergency  depart- 
ment last  year,  75%  more  than  10  years  earlier. 
Some  36,000  persons  visited  the  emergency 
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facilities  of  Hartford  Hospital  in  Hartford,  Conn., 
last  year,  nearly  three  times  as  many  as  in  1953. 
The  institution  has  been  forced  to  enlarge  its 
emergency  department  three  times  since  the  end 
of  World  War  II.  A relatively  tiny  hospital  in 
Springfield,  Vt.,  handled  1,820  emergency-room 
cases  last  year,  up  from  only  628  ten  years 
earlier,  and,  according  to  Thomas  F.  Hennessy, 
its  Administrator,  “We’re  budgeted  for  2,600 
in  1964. 

Why  are  so  many  patients  turning  to  emer- 
gency rooms  when  they  have  any  medical  worry? 

Dr.  Robert  H.  Kennedy,  in  charge  of  an 
American  College  of  Surgeons  group  studying 
the  problem,  suggests  one  explanation:  “Some- 
thing happened  to  medical  practice  following 
World  War  II.  House  calls  became  rare.  Physi- 
cians disliked  coming  to  their  offices  except 
during  regular  hours,  so  they  were  frequently 
unavailable  nights,  weekends,  holidays  and  the 
weekly  golfing  afternoon.” 

As  a result,  Dr.  Kennedy  contends,  many  pa- 
tients “realize  their  family  doctor  might  not 
have  office  hours”  and  when  any  sort  of  ailment 
afflicts  them  they  go  directly  “to  the  emergency 
room  of  a nearby  hospital.”  Other  authorities 
report  that  some  doctors  go  so  far  as  to  tack 
notices  on  the  office  doors  when  they  are  away, 
suggesting  any  callers  go  to  the  emergency  room 
of  such-and-such  a hospital. 

DWINDLING  "GP"  SUPPLY 

Compounding  the  situation,  some  authorities 
contend,  is  the  nation’s  dwindling  supply  of  gen- 
eral-practice doctors.  The  American  Academy 
of  General  Practice  lists  68,326  “GPs’  currently, 
down  sharply  from  95,526  fifteen  years  ago.  It’s 
true  that  many  of  the  duties  of  these  family 
doctors  have  been  assumed  by  various  special- 
ists. But,  it  is  argued,  specialists  can’t  possibly 
fill  the  entire  void. 

Adding  still  further  to  the  problem,  hospital 
administrators  say,  is  the  fact  Americans  move 
from  city  to  city  more  often  today  than  10  or 
20  years  ago.  “Many  newcomers  to  a community 
don’t  even  think  of  a doctor  until  they  get 
sick,”  says  one  administrator.  “Then,  rather  than 
search  for  a physician,  they  come  to  the  emer- 
gency room.” 

And,  on  top  of  everything  else,  the  emergency 
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room  appears  to  be  turning  into  a treatment 
center  for  the  country’s  swelling  elderly  popula- 
tion. An  increasingly  common  sight:  An  old  man 
with  a thin,  drawn  face  and  a suit  that  hangs 
loosely,  sitting  disconsolately  in  an  emergency 
room  as  a doctor  says  sympathetically:  “We’ll  do 
the  best  we  can  to  get  you  into  a home.” 

One  reason  emergency  departments  are  so 
costly  to  hospitals  is  simply  that  a lot  of  emer- 
gency-room patients  aren’t  paying  their  bills, 
which  normally  amount  to  $5  to  $10  per  visit. 

“It’s  often  very  hard  to  collect  from  emergen- 
cy-room people,”  says  Edward  Messier,  controller 
of  New  York’s  Staten  Island  Hospital.  “Many 
mistakenly  believe  this  is  a kind  of  service  they 
are  entitled  to  without  payment.’  Roosevelt 
Hospital,  typically,  collects  only  about  30%  of 
its  emergency  room  service  bills. 

In  such  circumstances,  it’s  not  very  surprising 
to  learn  that  79  New  York  hospitals  together 
lose  nearly  $3  million  a year  on  their  emergency 
facilities.  Or  to  hear  from  an  administrator  at 
Roosevelt  Hospital  that  cutting  out  emergency 
services  “would  make  a tremendous  difference’ 
in  trimming  the  institution’s  deficit,  which  last 
year  totaled  $249,295. 

Things  are  fast  reaching  the  point  where  hos- 
pitals are  having  to  launch  more  positive  action 
than  merely  trying  to  make  up  emergency-room 
costs  by  charging  more  for  their  other  services. 

The  88-bed  Springfield,  Vt.,  hospital  recently 
began  appealing  directly  to  local  residents  for 
funds  to  be  used  explicitly  in  the  emergency 
room.  Last  year  the  institution  asked  for  and 
got  $32,800. 

Many  hospitals  now  require  that  local  doctors, 
to  remain  on  the  staff,  man  emergency  rooms 
on  a rotating  schedule.  And  in  some  instances 
doctors  actually  are  abandoning  their  practices 
to  hire  themselves  out  full-time  to  emergency 
departments. 

Four  doctors  in  Alexandria,  Va.,  gave  up  thriv- 
ing practices  not  long  ago  to  work  exclusively 
in  the  emergency  room  of  the  community’s  304- 
bed  hospital.  They  guaranteed  to  man  the  facility 
24  hours  a day,  all  year.  The  doctors  aren't 
hospital  employes,  but  independent  contractors. 
They  carry  their  own  malpractice  insurance  and 
are  paid  from  the  hospital’s  yearly  allotment  from 
Alexandria  for  welfare  cases,  as  well  as  from 


whatever  fees  they  are  able  to  collect  from 
emergency-room  patients. 

“The  money  is  at  least  equal  to  whatever  they 
are  receiving  in  private  practice,”  says  Charles 
M.  Goff,  the  hospital’s  administrator. 

“It’s  working  out  beautifully.  We  feel  we  are 
providing  as  good,  if  not  better,  care  in  the 
emergency  department  as  we  were  in  the  days 
when  we  ran  it  ourselves.” 

The  Alexandria  Hospital  also  asks  all  emer- 
gency-room patients  if  they  have  their  own 
family  doctor.  If  they  do,  and  there  is  time  the 
family  physician  is  contacted  and  brought  in 
on  the  problem.  The  patients  are  urged  to  visit 
their  own  doctors  for  follow-up  checks,  if 
necessary 

Detroit’s  Harbor  Hospital  has  just  adopted 
a variation  of  the  Alexandria  plan.  The  hospital 
hired  six  local  doctors  to  staff  its  emergency 
room  24  hours  a day,  on  a rotating  basis.  The 
physicians  work  once  every  six  days  and  attend 
to  their  private  practices  the  rest  of  the  time. 

Tidewater  Hospital  Council,  representing  19 
Virginia  hospitals,  recently  distributed  a pam- 
phlet stating:  “The  emergency  room  is  for  emer- 
gencies. It  is  not  an  out-patient  clinic  for  the 
treatment  of  colds,  flu  and  other  ailments.”  The 
pamphlet  urges  persons  with  conditions  that 
don’t  demand  immediate  attention  to  call  a doc- 
tor the  next  day.  The  success  of  the  pamphlet 
is  questionable,  however.  The  498-bed  Norfolk, 
Va.,  General  Hospital,  the  largest  in  the  Tide- 
water group,  reports  no  decrease  so  far  in 
emergency-room  visits. 

A touchy  situation  occasionally  arises  when 
hospitals  hire  outside  physicians  on  a full  time 
basis  to  staff  their  emergency  departments.  Com- 
petition for  patients  can  occur  between  the 
outsiders  and  local  family  doctors.  Sometimes 
doctors  on  the  staff  of  a town’s  hospital  approve 
a retired  Army  or  Navy  physician,  for  example, 
only  to  find  the  new  man  is  so  popular  that 
he  ends  up  drawing  their  patients  away  and 
launching  a practice  of  his  own. 

The  situation  seldom  occurs  in  large  cities, 
where  most  hospitals  have  round-the-clock  teams 
of  young  doctors  - in  - training  available  for 
emergencies. 

John  J.  Goldman,  Staff  Reporter 
WALL  STREET  JOURNAL 
Vol.  LXXI,  No.  29 
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OPTOMETRISTS  SUE  AMA  FOR 
90  MILLION 

Optometrists  Friday  accused  the  American 
Medical  Association  of  “creating  a monopoly  in 
the  eye  care  field  to  divert  trade  to  doctors  of 
medicine  specializing  in  the  eye. 

A suit  asking  treble  damages  of  $90,000,000 
was  filed  in  the  U.S.  District  Court  Here. 

Also  named  were  10  Chicago  ophthalmolo- 
gists whom  the  Midwest  Society  of  Optometrists 
charged  with  defaming  their  profession. 

Dr.  Cyrus  Bass,  executive  director  for  the 
society,  a group  that  has  broken  away  from  the 
Illinois  Optometric  Association,  said  in  a press 
conference  that  AMA  is  “out  to  destroy  our 
profession.” 

“As  a result,  many  optometrists  have  gone 
out  of  business  and  others  have  had  to  take 
on  extra  jobs,  such  as  driving  a cab  or  selling 
clothes.” 

The  suit  cites  alleged  violations  of  the  Sherman 
Antitrust  Act  and  the  Clayton  Act  by  the  AMA. 

WALL  STREET  JOURNAL 
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Baptist  Medical  Center 


HOSPITAL  MEDICAL 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 


Adjoining  Scottsdale  Baptist  Hospital 

FAMILY  DOCTOR 

John  A.  Martin  III,  M.D. 

GENERAL  SURGERY 

Boycl  H.  Metcalf,  M.D. 

George  H.  Mertz,  M.D. 

Jack  O.  McFarland,  M.D. 

GENERAL  SURGERY  - CANCER 
Herbert  N.  Munhall,  M.D. 

INTERNAL  MEDICINE  & CARDIOLOGY 
John  F.  Currin,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Roy  O.  Young,  M.D. 

OPHTHALMOLOGY 

Peter  S.  Sykowski.  M.D.,  F.A.C.S. 

ORAL  SURGERY 

Ralph  G.  Peterson,  D.D.S. 

ORTHODONTIST 

James  C.  Toye,  D.D.S. 

ORTHOPEDIC  SURGERY 
Edward  E.  Conn,  M.D. 

Willard  S.  Hunter,  M.D. 

PATHOLOGY 

Thomas  B.  Jarvis,  M.D. 

Fred  C.  Schoene,  M.D. 

PEDIATRICS 

Carl  A.  Holmes,  M.D. 

PERIODONTIST 

J.  Richard  Lougluy,  D.D.S. 

PLASTIC  SURGERY 
Morris  Barton,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Joseph  Baranowski,  Counseling  and  Guidance 
Jeff  Blake,  Scottsdale  Dental  Lab 
Jean  Hoffman,  Reg.  Physical  Therapist 
Pharmacy 

Scottsdale  Opticians 

Now  Leasing  — Immediate  Occupancy 

Call  Mr.  Thorner  or  Mrs.  Duecy 
947-5441  - 946-9091 

CR  4-1289  or  945-6694 
(After  6 p.m.) 
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Because  it  is  more  resistant  to  disintegration,  has  a lower  renal  clearance  rate  than  earlier 
tetracyclines1 ..  .a  favorable  depot  effect  resulting  from  protein  binding  and  greater  mg. 
potency .. .all  giving  higher,  sustained  in  vivo  activity  which  continues  long  after  the 
last  dose. 

BECLOMYCIN 

DEMETHYLCHLOKTETRACYCLINE  HC1 


Effective  in  a wide  range  of  everyday  infections  — respiratory,  urinary  tract  and  others— in  the  young  and  aged— the 
acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 

Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis,  derma- 
titis, overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of  direct  sunlight  advis- 
able) and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal  function.  The  possibility  of  tooth 
discoloration  during  development  should  be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  preg- 
nancy, in  the  neonatal  period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCI. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Kunin,  C.  M.;  Dornbush,  A.  C.,  and  Finland,  M.:  Distribu- 
tion and  Excretion  of  Four  Tetracycline  Analogues  in  Normal  Young  Men.  J.  Clin.  Invest.  38:1950  (Nov.)  1959. 
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A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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IT'S  THE  LAW 

1964  marks  a new  era  of  medicine  in  Arizona. 
The  26th  Legislature  of  the  State  of  Arizona, 
during  its  second  session,  passed  the  new  Medi- 
cine and  Surgery  Act,  Chapter  13,  ARS,  as 
amended.  The  Honorable  Paul  Fannin,  Gover- 
nor, signed  it  into  law  on  March  16,  1964.  It  is 
now  the  law  of  the  State  of  Arizona  governing 
the  practice  of  medicine  in  this  state  by  doctors 
of  medicine. 

It  was  the  Board  of  Medical  Examiners’  feel- 
ing that  Arizona  Medicine  readers  might  appre- 
ciate the  spotlighting  of  the  important  provisions 
of  this  new  act. 

We  are  all  aware  of  the  phenomenal  growth 
of  our  Great  State.  Medicine  has  kept  pace.  With 
this  new  statute  it  will  continue  to  provide  its 
patients  with  qualified  practitioners  and  unex- 
celled scientific  medical  treatment. 

Each  Arizona  licentiate  should  find  to  his 
advantage  a study  of  the  copy  of  the  act  that 
he  has  received. 

Practice  Without  License 

It  should  be  re-emphasized  that,  under  the 
provisions  of  this  Chapter,  the  practice  of  Medi- 
cine in  Arizona  by  a doctor  of  medicine  without 
a valid  and  subsisting  license  to  do  so  is  unlaw- 
ful. Some  of  the  exceptions  would  include  the 
student  intern  or  student  resident  actively  en- 
gaged in  an  approved  hospital  internship  or 
residency  training  program  who  must  now  be 
‘ registered”  with  the  Board  of  Medical  Examin- 
ers; a commissioned  medical  officer  in  the  mili- 
tary or  public  health  service  of  the  United  States 
in  the  discharge  of  his  official  duties;  or  an 
out-of-state  practitioner  holding  a license  granted 
by  another  state,  territory,  district  or  country, 
when  in  consultation  requested  by  a practitioner 
holding  a license  under  this  chapter.  — IT’S 
THE  LAW. 

Conduct  Reporting 

Of  special  import,  each  doctor  of  medicine, 
The  Arizona  Medical  Association,  Inc.,  or  any 
component  county  society  thereof  SHALL  re- 
port to  the  Board  of  Medical  Examiners,  under 
oath,  any  information  such  doctor,  association  or 
society  may  have  which  appears  to  show  that 
a doctor  of  medicine  is  or  may  be  guilty  of 
unprofessional  conduct  or  is  or  may  be  mentally 
or  physically  unable  safely  to  engage  in  the 


Topics  of  Current  Medical  Interest 

practice  of  medicine.  While  this  new  provision 
is  primarily  designed  to  protect  the  public  and 
the  informant,  establishing  an  effective  disci- 
plinary procedure,  the  new  act  does  at  the  same 
time,  grant  Board  authority  to  stipulate  correc- 
tive measures  in  the  interest  of  rehabilitation. 
- IT’S  THE  LAW. 

Licensing 

A regular  license  to  practice  medicine  in  the 
State  of  Arizona  may  be  issued  to  a qualified 
doctor  of  medicine  who  is:  a citizen  of  the 
United  States,  a graduate  of  a school  of  medicine 
approved  by  the  Association  of  American  Medi- 
cal Colleges,  certified  as  having  completed  a 
twelve-month  approved  hospital  internship; 
certified  and  possesses  a valid  basic  science  cer- 
tificate issued  by  the  Arizona  State  Board  of 
Examiners  in  the  Basic  Sciences  or  be  exempt 
therefrom,  of  good  moral  and  professional  repu- 
tation, etc.,  and  has  satisfactorily  passed  the 
EXAMINATION.  - IT’S  THE  LAW. 

By  RECIPROCITY,  an  applicant  will  be  re- 
quired to  meet  all  of  the  foregoing  requirements 
excepting  passing  the  examination;  may  be  sub- 
ject to  oral  examination,  must  have  a valid 
licence  to  practice  medicine  issued  by  examina- 
tion within  fifteen  years  next  preceding  his  ap- 
plication by  another  state  or  territory  of  the 
United  States,  the  District  of  Columbia  or  the 
National  Board  of  Medical  Examiners,  must  have 
not  previously  failed  any  written  examination 
given  in  Arizona  for  a license  to  practice  medi- 
cine, and  for  the  three  years  next  preceding  his 
application,  has  been  actively  engaged  in  one  or 
more  of  the  following:  (a)  active  practice  of 
medicine;  (b)  approved  residency  training  pro- 
gram; (c)  post  graduate  training  deemed  by  the 
Board  equivalent  to  an  approved  residency 
training  program.  — IT’S  THE  LAW. 

Graduates  of  foreign  schools  of  medicine  must 
meet  all  of  the  requirements  of  applicants  by 
examination  aforementioned,  excepting  that  his 
foreign  medical  education  shall  be  deemed  by 
the  Board  equivalent  to  that  approved  by  the 
Association  of  American  Medical  Colleges;  that 
he  received  a standard  certificate  issued  by  the 
Educational  Council  for  Foreign  Medical  Grad- 
uates; that  he  has  completed  a twenty-four 
month  approved  hospital  internship  training 
program  in  the  United  States,  its  territories  or 
the  District  of  Columbia;  and  has  the  working 
ability  to  read,  write,  speak,  understand  and  be 
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understood  in  the  English  language.  — IT’S  THE 
LAW. 

A temporary  license  to  practice  medicine  may 
be  issued,  the  applicant  meeting  all  of  the  afore- 
mentioned requirements  applicable,  excepting 
certification  in  the  Arizona  basic  sciences  and 
passing  the  examination,  but  must  possess  a valid 
license  to  practice  medicine  issued  by  examina- 
tion by  another  state  or  territory  of  the  United 
States  or  the  District  of  Columbia.  They  shall 
be  granted  by  the  Board  when,  in  its  discretion, 
it  deems  necessary  to  satisfy:  (1)  instances  of 
local  or  national  emergency;  or  (2)  instances  of 
lack  of  availability  of  adequate  medical  care 
in  an  Arizona  community.  The  term:  no  longer 
than  six  months,  renewable  for  no  more  than 
one  additional  term  of  six  months.  — IT’S  THE 
LAW. 

Fees 

For  a regular  license  by  examination  $50.00; 
by  reciprocity  $150.00;  for  temporary  license 
$50.00  each;  for  a duplicate  license  $5.00;  for 
endorsement  of  an  Arizona  license  $10.00;  for 
initial  registration  of  a regular  license  $5.00;  for 
annual  registration  required  thereafter,  resident 
licentiates  $5.00  and  non-resident  licentiates 
$20.00;  for  annual  registration  for  internship 
training  $5.00  — residency  training  $10.00  — — 
IT’S  THE  LAW. 

Meetings 

The  Board  of  Medical  Examiners  will  meet 
regularly  in  its  offices  in  Scottsdale,  Suite  202, 
Safari  Building,  4601  North  Scottsdale  Road,  on 
the  second  Saturday  of  January,  May  and  Au- 
gust. Examinations  will  be  held  at  a time  to  be 
specified  in  the  month  preceding  each  of  these 
regular  meetings,  i.e.,  April,  July  and  Decem- 
ber.   IT’S  THE  LAW. 

These  are  some  of  the  important  changes  in 
the  new  law  now  in  effect.  For  further  details 
call  the  Board  Offices  in  Scottsdale:  946-3420. 
The  present  Board  of  Medical  Examiners  are: 

Carlos  C.  Craig,  M.D.,  Phoenix,  Arizona 

President 

Howard  W.  Finke,  M.D.,  Superior,  Arizona 

First  Vice  President 
W.  R.  Maiming,  M.D.  Tucson,  Arizona 

Member 

Melvin  W.  Phillips,  M.D.,  Prescott,  Arizona 

Second  Vice  President 
Roy  O.  Young,  M.D.,  Scottsdale,  Arizona 

Secretary-Treasurer 


Michael  T.  Long,  M.D. 
Awarded  Fellowship 


Institute  of  Neurological 
Diseases  and  Blindness  research  training  fellow- 
ship, Michael  T.  Long,  M.D.  has  commenced 
duty  with  the  Convulsive  Disorder  Unit  of  the 
Barrow  Neurological  Institute  of  St.  Joseph’s 
Hospital. 

A graduate  of  Indiana  University  Medical 
School,  Doctor  Long  served  his  internship  at 
Marion  County  General  Hospital,  Indianapolis, 
and  spent  his  residency  in  Neurology  at  Indiana 
University  Medical  Center. 

Airs.  Alichael  Long,  their  two-year  old  son 
and  four-year  old  daughter  have  accompanied 
Doctor  Long  to  Phoenix  for  his  fellowship  term. 


COLLEGE  OF  AMERICAN 
PATHOLOGISTS  OFF  TO  SEE 
RUSSIAN  LABORATORIES 

Doctor  Maurice  Rosenthal  of  Phoenix,  Ari- 
zona, is  one  of  twenty-six  members  of  the  College 
of  American  Pathologists  who  have  been  in- 
vited to  Moscow  and  Leningrad  to  meet  with 
Russian  pathologists  to  exchange  professional 
ideas.  The  invitation  was  extended  by  the  Soviet 
Ministry  of  Health;  however,  the  members  of 
the  College  taking  the  trip  will  each  assume  the 
cost  of  the  journey  and  have  agreed  with  their 
Soviet  counterparts  to  limit  the  intensive  dis- 
cussions in  the  10  days  visit  to  a specialty-wide 
interchange.  The  physicians  will  make  full-day 
visits  to  each  of  seven  major  research  and  teach- 
ing institutes  in  AIoscow  and  Leningrad  special- 
izing in  experimental  physiology,  tumor  treat- 
ment, blood  transfussions,  body  resuscitation 
and  other  subjects. 
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Dr.  John  R.  Hayes  (right)  receives  the  Aesculapius  Award  from  Dr.  W.  Albert  Brewer,  President  of  the  Arizona  Medical 
Association.  THE  ARIZONA  REPUBLIC 


PHYSICIAN  WINS  AWARD  FOR 
EXHIBIT 

A moving  model  showing  how  life-threatening 
fluid  was  drained  from  a child’s  heart,  has  won 
the  Aesculapius  Award  for  Dr.  John  R.  Hayes, 
resident  in  pediatrics  at  Maricopa  County  Gen- 
eral Hospital. 

The  model  was  exhibited  by  Dr.  Hayes  at  the 
annual  meeting  of  the  Arizona  Medical  Associa- 
tion in  Chandler  last  spring. 

Entitled  “Pericardial  Centesis,”  the  model  was 
based  on  an  actual  case  at  county  hospital. 

The  membranous  sac  enclosing  the  small 
patient’s  heart  began  to  fill  with  fluid.  Pressure 
of  the  fluid  around  the  heart  made  it  increasing- 
ly difficult  for  the  heart  to  beat.  It  was  in  danger 
of  stopping. 

The  model  exhibited  by  Dr.  Hayes  which, 
incidentally,  won  out  over  competing  exhibits 


from  out-of-state  medical  centers,  showed  the 
ingenious  arrangement  of  tubes  devised  by  the 
county  hospital  pediatrics  resident,  which  allow- 
ed drainage  without  interfering  with  the  function 
of  the  heart. 

The  award  is  sponsored  by  Mead  Johnson  & 
Co.,  pharmaceutical  manufacturers,  Evansville, 
Indiana. 


MEDICAL  SCHOOL  RECEIVES  GRANT 

The  Smith  Kline  & French  Foundation  has 
contributed  $43,000  to  eight  medical  schools  for 
use  by  newly  appointed  deans  and  department 
chairmen.  The  grants  may  be  used  for  whatever 
new  programs  the  appointees  might  wish  to 
introduce.  One  of  the  recipients  of  a grant  in 
the  sum  of  $10,000  is  the  University  of  Arizona 
College  of  Medicine,  Tucson,  Merlin  K.  DuVal, 
Jr.,  M.D.,  Dean. 
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matters  of  editorial  interest 
to  tlae  medical  profession 


A NEW  CONCEPT  IN  BLUE  SHIELD 

The  process  of  filling  out  the  patient’s  insur- 
ance claims  is  today  a major  procedure  in  the 
physician’s  office.  Over  70  percent  of  our  pop- 
ulation now  carry  some  form  of  health  insurance 
— 53  million  of  these  being  Blue  Shield  members. 
It  is  imperative  that  simplicity  and  convenience 
be  foremost  in  claim  processing.  It  was  felt 
within  the  Blue  Shield  organization  that  the 
doctor’s  own  plan  should  be  exemplary  relative 
to  simplicity  and  convenience.  After  months  of 
researching  and  testing,  we  can  announce  now 
Arizona  Blue  Shield’s  new  approach  to  such 
claim  forms. 

The  changes  involve  a new  philosophic  ap- 
proach in  certain  basic  principles: 

1.  Claim  procedures  should  conform  to  the  way 
medicine  is  actually  practiced  and  billed  for 
to  the  public.  No  part  of  the  procedure  should 
ever  run  counter  to  or  delay  the  rendering 
of  medical  services. 

2.  Every  physician  shoidd  be  able  to  file  claims 
at  the  time  he  renders  a service  . . . not  wait 
until  another  physician  files. 

3.  Every  physician  shoidd  be  able  to  file  for 
his  normal  and  usual  charge  regardless  of 
the  patient’s  type  of  contract. 

4.  The  patient  may  request  “service  benefits”  in 
which  case  the  physician  may  grant  them  if 
he  feels  the  patient’s  eligibility  requirements 
have  been  met. 

5 If  the  physician  questions  the  patient’s  eli- 
gibility for  “service  benefits,”  he  may  refer 
the  patient  to  Blue  Shield,  thus  placing  the 
burden  of  proof  of  eligibility  on  the  patient. 
Certifying  his  eligibility  should  be  the  Plan’s 
function  and  not  a burden  on  the  physician’s 
office. 


6.  Physicians  should  not  be  burdened  with  re- 
porting other  physicians’  services,  i.e.,  con- 
sultants, anesthesiologists,  assistant  surgeons, 
etc. 

7.  Physicians  and  their  office  personnel  should 
not  be  burdened  with  constant  referral  to 
a manual  for  procedure  codes  and  “listed”  or 
“unlisted”  illnesses.  Coding  should  be  a Plan 
function  and  any  medical  case  should  be 
reported  merely  with  a full  diagnosis  and  the 
services  rendered. 

8.  The  Blue  Shield  subscriber  is  entitled  to  be 
notified  of  any  and  all  benefits  claimed  on 
his  behalf  by  physicians  and  the  amounts 
paid  on  his  behalf  to  physicians.  Any  balance 
due  the  physician  should  also  be  clearly 
stated. 

Now  a totally  new  claim  form  card  has  been 
designed  that  is  both  brief  and  convenient.  It  is 
available  for  your  immediate  use. 

This  new  form  should  minimize  the  efforts 
and  time  of  your  office  staff  considerably  when 
dealing  with  Blue  Shield  certificate  holders. 

You  should  have  received  these  new  claim 
forms  by  now,  as  well  as  accompanying  explana- 
tory remarks.  We  urge  you  to  have  your  office 
staff  familiarize  itself  with  this  new  procedure. 
For  your  own  convenience,  and  to  avoid  any 
delay,  by  all  means  throw  out  your  present 
supply  of  Blue  Shield  Service  Reports,  and  use 
only  these  new  ones  from  now  on. 


W.  B.  SAUNDERS  COMPANY  features  the  fol- 
lowing new  books  in  their  full  page  advertise- 
ment appearing  elsewhere  in  this  issue: 

DOCTOR’S  EASACCOUNT  RECORD 
SYSTEM 

New!  — A financial  record  keeping  system 
tailored  specifically  to  the  requirements  of 
physicians. 

HUGHES  - PEDIATRIC  PROCEDURES 
New!  — Step-by-step  instructions  on  scores  of 
management  procedures  for  child  patients. 

BATES  AND  CHRISTIE  - RESPIRATORY 
FUNCTION  IN  DISEASE 
New!  — A valuable  aid  in  managing  those  pa- 
tients suffering  from  lung  conditions. 
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ARIZONA  HEART  ASSOCIATION  PRESENTS 

THE  EIGHT  ANNUAL  CARDIAC  SYMPOSIUM 

January  29  and  30,  1965  Arizona  Biltmore  Hotel,  Phoenix 


SPEAKERS 


Dr.  C.  Walton  Lillehei 
Minneapolis,  Minnesota 

Dr.  Aubrey  Leatham 
London,  England 


Dr.  S.  Gilbert  Blount,  Jr. 
Denver,  Colorado 

Dr.  Thomas  W.  Mattingly 
Washington,  D.C. 


46th  Annual  Meeting 
SOUTHWESTERN 

MEDICAL  ASSOCIATION 

9th  Annual  Meeting  of  the 

MEDICAL  SOCIETY  OF  THE  UNITED 

Las  Vegas,  Nevada  at  the 
fabulous  Flamingo  (800  rooms) 

STATES  AND  MEXICO  ! 

OCTOBER  22-24,  1964 

Mountain  Shadows 

Phoenix,  Arizona 

Sunshine  — Shashaying  — Swimming 

AFTERNOONS  OPEN 

December  9,  10,  11,  12,  1964 

Faculty  at  meeting  is  from  the  School  of 
Medicine,  University  of  California,  San  Fran- 
cisco Medical  Center. 

FOR  INFORMATION  WRITE: 

James  Nauman,  M.D. 

FROM  RENAL  STONES 

1603  N.  Tucson  Blvd. 

TO  GALLOPIN  BONES 

Tucson,  Arizona 

AMERICAN  SOCIETY  OF  PLASTIC 
AND  RECONSTRUCTIVE  SURGEONS 

AMERICAN  OCCUPATIONAL 

THERAPY  ASSOCIATION 

October  11-16,  1964 

Fairmont  Hotel,  San  Francisco,  California 

October  22-30,  1964 

Denver-Hilton  Hotel,  Denver,  Colorado 

POST  GRADUATE  COURSE  IN 
CARDIOLOGY 

''The  Heart  in  the  Electronic  Age" 
December  1 thru  4,  1964 
Scripps  Clinic  and  Research 
Foundation,  LaJolla,  California 


CENTRAL  NEUROPSYCHIATRIC 
ASSOCIATION 

October  15-17,  1964 
Denver-Hilton  Hotel,  Denver,  Colorado 
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announcing 


NATIONAL 


An  intensive  course  to  assist  you  in  the 

PREVENTION,  MANAGEMENT  and 
REHABILITATION  of  a major,- medical 
problem THE  STROKE  PATIENT. 


program  lo  include:  ■ The  problem  and  prevention  of  strokes 

■ The  care  of  the  early  stroke  patient 

■ The  convalescent  and  continuing  care  of  the  stroke 
patient 

■ Community  programs  for  stroke 

■ Live  TV  demonstration  of  cerebral  arteriography, 
ophthalmodynamometry,  vascular  surgery,  management 
and  rehabilitation  of  the  stroke  patient 

■ One-act  play  on  strokes 

■ Exhibits  and  Films 


sponsors:  American  Heart  Association 

American  Medical  Association 
Heart  Disease  Control  Program, 

U.  S.  Public  Health  Service 
Vocational  Rehabilitation  Administration 


lor 

advance  registration 
forms  write  to: 


Ralph  E.  De  Forest,  M.  D. 
Executive  Secretary 
National  Stroke  Congress 

535  North  Dearborn  Street 
Chicago,  Illinois  60610 


— No  Registration  Fee- 
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ArMA 

DIRECTORY 
AND  CLASSIFIED 
RATES 

• Professional  card  and  classified  space  is  avail- 
able at  $3.50  for  the  first  fifty  words  or  less; 
5c  for  each  additional  word  thereafter. 

• Mail  copy  to  Business  Manager,  ARIZONA 
MEDICINE,  Post  Office  Box  128,  Scottsdale, 
Arizona  85252,  not  later  than  the  tenth  of  the 
month  preceding  publication. 


ALLERGY 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — ALpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate 

American  Board  of  Internal  Medicine 
and  Subspecialty  Board  of  Allergy 

31  W.  Camelback  Road  500  W.  10th  Place 

Phoenix  Mesa 

277-3337  969-3966 

HOWARD  M.  PURCELL,  JR.,  M.D. 

JAMES  A.  SMIDT,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 


DERMATOLOGY 


WILLIAM  F.  AMOS,  M.D. 

DERMATOLOGY 

Diplomate  of  American 
Board  of  Dermatology 

Phone  264-9044 

461  W.  Catalina  Dr.  Phoenix,  Arizoan 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 
Phoenix  13,  Arizona 

A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 


ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D. 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D. 
F.A.C.S.*  — Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 

*Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  Street  — Phoenix,  Arizona  — CR  7-621 1 
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PATHOLOGY 


LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 


PSYCHIATRY 


LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 
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LOWELL  C.  WORMLEY,  M.D.,  F.A.C.S. 

Mid-Town  Medical  Building 
1 North  1 2th  Street 
Phoenix,  Arizona 


Pharmacy  Directory 

Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


RADIOLOGY 


Fairmont  Pharmacy 

3231  East  McDowell  Road  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS  - COSMETICS  - FOUNTAIN 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology  and  X-ray  Therapy 

1313  N.  Second  St. 

Phone  ALpine  8-3484 
Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  McDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

ALpine  8-1601  WHitney  5-3959 


SURGERY 


DELBERT  L.  SiCRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  MA  2-3371  Home  Phone  EA  5-9433 


BRidge  5-5719 


FREE  DELIVERY 


n ^Scottsdale  call 


Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 
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Classified 


Pharmacy  Directory 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mesa  - Tempe 
Maryvale  - Glendale  - Westown  - Sunnyslope 
Paradise  Hills  - Carefree  - Apache  Junction 
Globe  - Miami  • Casa  Grande  - Wickenburg 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
218  E.  Stetson  Drive 
Scottsdale,  Arizona 


Classified 


BUTLER'S  REST  HOME 

• Bed  Patients  and  Chronics 

• Television  • 24  Hour  Nursing  Care 

® Excellent  Food  • State  Licensed 

802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  EA  7-7471 
At  Your  Service  24  Hours  Daily 
3029  E.  2nd  St.  Tucson,  Arizona 

"Established  1932" 


SALE  OR  LEASE 
North  Central  Estate 
With  A Potential 

Refrigerated,  five  bedroom,  three  bath,  two  story  Adobe 
home;  furnished  to  the  last  detail.  Full  basement  recreation 
area,  separate  two  car  garage  with  furnished  two  bed- 
room apartment  above  producing  income  of  $125.00  month- 
ly. Situated  on  beautifully  landscaped  acre.  ...  To  settle 
estate  at  near  appraisal  price  below  $80,000. 

CONTACT.-  John  F.  Williams 
6224  North  Central  Avenue 
Phoenix  — Telephone:  AM  6-2366  or  YE  9-3566 


SITUATION  WANTED:  Administrative  Position,  full  time  or 
part-time  desired  by  Board  Certified  General  Surgeon;  age 
38  years;  good  health;  married  with  family;  FACS;  West  or 
Southwest  location.  Reply  Box  64-3,  ARIZONA  MEDICINE, 
P.  O.  Box  128,  Scottsdale,  Arizona. 


Physicians  Wanted 

Positions  available  July  1,  1964  for  well  quali- 
fied general  physicians  at  the  Arizona  State 
Hospital.  Arizona  licensure  required.  Begin- 
ning salary  $15,000  annually.  Contact  Robert 
J.  Shearer,  M.  D.,  Acting  Director,  Arizona 
State  Hospital,  2500  East  Van  Buren,  Phoenix, 
Arizona. 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishki 1 1,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 
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DIRECTORY  & CLASSIFIED 
ADVERTISING  RATES 

$3.50  FOR  THE  FIRST  FIFTY 
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no  extra  charge  for  box  numbers 
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jj  Advertisements  Will  Be  Accepted 
Thru  the  Tenth  of  the  Month 
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clinical  psychology 
psychiatric  social  work 

and  family  counselling 


Ifledical  Center  OC-l^ay  and  Clinical  laboratory 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 


DIAGNOSTIC  X-RAY 
CLINICAL  PATHOLOGY 
ELECTROCARDIOGRAPHY 
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R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
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A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 

A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 

B— Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 


hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 


sooner 


can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  V*  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 

with  the  least  ‘rebound’  tendency ”*  Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 
used, G.  F : Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (V2%) 
and  children  (V4%),  in  solutions  of  Vs,  Vs  or  1 
per  cent. 

Winthrop  Laboratories  lA/frrf/wr'nn  I 
New  York,  N.  Y.  rr///////  ^ J 

(1839M) 
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NURSETTE 


NOW  FOR  HOME  USE 


Enfam 

Nurset 


Enfami 

Nursetl 


USE  WITH  MOTHER’S 


PROVIDES  STERILE 
ILK- WHITE  ENFAMI 


New  Nursette  is  the  prefilled,  glass  formula 
bottle  available  for  hospital  and  home  use.  It 
combines  the  convenience  of  disposability 
with  the  dependability  of  a product  prepared 
under  conditions  and  controls  not  attainable 
in  the  home.  Unique  processing  of  the 
Enfamil  20  cal./oz.  Ready-to-Use  formula  in 
Nursette  guarantees  a sterile  formula  with 
the  natural  whiteness  of  whole  milk  and 
consistently  high  nutritional  values. 


The  Nursette  is  always  ready  when  needed. 
Unopened  bottles  do  not  require  refrigera- 
tion. Nor  is  warming  necessary— just  unscrew 
the  safety-seal  cap  and  attach  any  standard 
nipple  and  collar.  Safety  is  optimal  because 
opportunity  for  error  in  preparation  is  vir- 
tually nonexistent.  No  special  equipment  is 
needed— no  new  procedure  to  be  learned.Three 
sizes  of  Nursette  bottles  (4,  6,  8 oz.)  easily 
keep  pace  with  the  infant’s  growing  appetite. 


The  reliability  of  the  Enfamil  formulation 
has  been  demonstrated  by  years  of  successful 
patient  use.  A carefully  controlled  clinical 
study1  shows  that  Enfamil  infant  formula 
provides  good  weight  gain  with  normal  stool 
patterns  and  excellent  acceptance.  Of  course, 
the  Nursette  bottle  prefilled  with  Enfamil  in- 
fant formula  is  completely  interchangeable 
with  all  other  forms  of  Enfamil  formula  in 
normal  dilution. 


After  feeding,  the  empty  Nursette  bottle  can 
be  discarded.  The  nipple  unit  can  be  reused 
for  economy. 

1.  Brown,  G.W.,  Tuliolski,  J.M.,  Sauer,  I.W.,  Minsk,  L.D.,  and 
Rosenstern,  L. : J.  Pediat.  56:391,1960. 

’•'NURSETTE  IS  a TRADEMARK  OF  MEAD  JOHNSON  & COMPANY 

Mead  Johnson 
Laboratories 

Symbol  of  service  in  medicine 


This  “Big  on  Acceptance”  caption  is  no 
idle  claim.  There  are  now  over  62  million 
members  enrolled,  with  one-fifth  of  a mil- 
lion of  them  right  here  in  the  state  of 
Arizona.  £ When  you  consider  the  fact 
that  this  is  such  a large  state  area-wise 
with  scattered  population  centers  (with 
the  exception  of  Phoenix  and  Tucson), 
this  achievement  is  really  a remarkable 
one.  ^ States  like  Ohio,  Pennsylvania, 
Rhode  Island,  Delaware,  Massachusetts, 
and  so  forth,  have  better  than  50  per- 
cent of  their  populations  enrolled,  but 
they  are  in  more  concentrated  areas 


from  the  standpoint  of  geography,  and 
with  heavier  and  more  abundant  indus- 
try. Here  in  Arizona  some  of  the  out- 
standing groups  presently  enrolled  are 
the  following:  Diamond's , Sperry-Phoenix, 
Salt  River  Project , Steinf eld's,  Allison  Steel 
Manufacturing  Company,  and  Mountain  States 
Telephone  Company. 

y This  representation  is  consistent 
with  the  national  picture  with  such 
organizations  as  Ford  Motors,  General 
Motors,  Chrysler,  Big  Steel,  Bell  System, 
Minneapolis  Honeywell,  Avis  Car  Rental, 
and  Zenith  on  the  membership  scrolls. 


a new 


Blue  cross 

blue  Shield 


PHOENIX  TUCSON 


READ  BETWEEN 

WE  CARE 

THESE  LINES 

FOR  PEOPLE 
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ON  ACCEPTANCE 
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ON  ACCEPTANCE 


BiE 


ON  ACCEPTANCE 


762 


Arizona  Medicine 


Dcated  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near  picturesque 

Canaelback  Mountain,  this  hospital  is  dedicated  exclusively  to  the 
treatment  of  psychiatric  and  psychosomatic  disorders,  including  alcoholism. 
Facilities  include: 

# Spacious,  year  ’round  outdoor  recreation  area 
# Heated  swimming  pool 

# Modern,  comfortable  rooms 


■ 

A 


mmmmm 


• Open  medical  staff  • 91  bed  capacity 

• Ratio  of  more  than  one  registered  staff  nurse  to  every  two  patients 

• All  rooms  air-conditioned  • Spacious  grounds  cover  ten  acres 

• Licensed  and  approved  by  Arizona  State  Department  of  Health 

• Member  of: 

American  Hospital  Association 

Arizona  Hospital  Association 

Association  of  Western  Hospitals 

National  Association  of  Private  Psychiatric  Hospitals 

• Approved  by: 

The  Joint  Commission  on  Accreditation  of  Hospitals 
and  The  American  Psychiatric  Association 


5055  North  34th  Stree 


AMherst  4-4111 
PHOENIX,  ARIZONA5 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHIATRY 

A Non-Profit  Corporatioi 


■ 

An  Ethical  Professional 
Service  for  Your  Patients 
Founded  1936 


TUCSON 

DOCTORS! 

m 

Announcing  the  Appointment  of 

GARY  W.  WADE'S 

Doctors  Business  Bureau,  Inc. 

as  Managing  Agents 
of  our  operation  in  Tucson  at 
505  North  Alvernon 


; 


Embarking  on  this  joint  venture  with  the  Doctors  Business  Bureau,  Inc. 
of  Tucson,  we  will  be  able  to  give  the  physicians  of  Tucson  improved 
service  through  our  expanded  and  combined  facilities. 

Mr.  Gary  W.  Wade  who  will  handle  our  operation  in  Tucson  at  505 
North  Alvernon  has  been  serving  the  doctors  in  the  Tucson  area  in  the 
field  of  collections  and  professional  business  management  for  many 
years.  Mr.  Wade  is  President  of  the  Doctors  Business  Bureau  and  having 
recently  moved  into  an  ultra  modern  building  offers  the  finest  bookkeep- 
ing and  management  service  to  the  professions.  Mr.  Wade  is  currently 
President  and  on  the  Board  of  Trustees  of  the  Medical-Dental-Hospital 
Bureaus  of  America,  an  association  of  professional  service  bureaus 
throughout  the  United  States  and  Canada  with  headquarters  in  Chicago. 
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■ irst 


Street  at  Willetta  • Phoenix 
North  Alvernon  • Tucson 
North  Country  Club  Drive  • Mesa 


258-7755 
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This  is  the  season 
Allbee®with  C is  made  for! 


When  a good  old-fashioned  winter  proves  too  much  for 
your  modern-day  patients,  it's  a comfort  to  know  about 
Allbee  with  C.  Consider  its  simple,  rational,  economical 
formula  when  patients  need  therapeutic  amounts  of  B 
and  C vitamins  during  the  “flu”  and  u.r.i.  season. 
This  is  what  Allbee  with  C is  made  of:  Thiamine  mono- 
nitrate (BO,  15  mg.;  Riboflavin  (B2),  10  mg.;  Pyridoxine 
HCI  (B6),  5 mg.;  Nicotinamide,  50  mg.;  Calcium  panto- 
thenate, 10  mg.;  Ascorbic  acid  (vitamin  C),  300  mg. 

A.  H.  Robins,  Co.,  Snc.  Richmond  20,  Va. 


for  patients 
who 

cough  like  the 

dickens . . . 

Great  Expectorants 

by 

A.  H.  Robins 


Back  in  Dickens’  day,  about  the  only  remedy 
they  had  for  a bad  cough  was  time — and  an 
occasional  sip  of  rock-and-rye.  Nowadays  however, 
when  dealing  with  bronchitis,  croup,  and  URI, 
you  can  prescribe  with  “great  expectations” 
of  success  by  choosing  one  of  Robins’ 
great  expectorants. 

Although  each  Robins’  antitussive  is  formulated 
for  a cougher’s  special  need,  all  contain 
glyceryl  guaiacolate,  a superior 
expectorant  that  produces  significant  increases 
in  respiratory  tract  fluid  (RTF)  secretions.* 

By  stimulating  the  natural  production  of  RTF, 
glyceryl  guaiacolate  makes  fewer  coughs  more 
productive  so  that  the  cough  itself  removes  the 
very  irritants  that  cause  it. 

After  millions  of  prescriptions,  no  significant 

side  effects  have  ever  been  reported 

from  glyceryl  guaiacolate.  And  acceptance  of 

these  elegant  and  highly  palatable 

formulations  by  patients  has 

always  been  outstanding.  Whenever  you 

treat  patients  who  are  coughing 

“like  the  dickens,”  give  them  relief  with 

one  of  Robins’  great  expectorants. 

A.  H.  Robins  Company,  Inc.  Richmond,  Va.  23220 


ROBITUSSIN® 

antitussive  /demulcent  /expectorant 
Each  5 cc.  (1  tsp.)  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol  3.5  per  cent 

ROBITUSSIN®  A-C  (exempt  narcotic) 

Robitussin  with  antihistamine  and  codeine 
Each  5 cc.  (1  tsp.)  contains: 


Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(Warning:  may  be  habit  forming) 

Alcohol  3.5  per  cent 

Robitussin  is  indicated  in  coughs  associated  with  head  and  chest  colds, 
bronchitis,  laryngitis,  tracheitis,  pharyngitis,  pertussis,  “flu,”  “grippe,” 
measles,  chronic  paranasal  sinusitis,  pulmonary  tuberculosis,  or 
smoking.  Robitussin  A-C  is  especially  indicated  for  allergic,  harsh  or 
unresponsive  coughs. 

dosage:  ADULTS— 1 tsp.  every  3 to  4 hours.  CHILDREN— l/2  tsp.  every 
3 to  4 hours. 

side  effects:  No  serious  side  effects  from  glyceryl  guaiacolate  have 
ever  been  reported.  Nausea,  G-l  upset,  and  drowsiness  may  be  en- 
countered rarely  with  Robitussin  A-C. 

precautions:  There  are  no  contraindications  for  Robitussin.  Robitussin 
A-C  is  contraindicated  in  patients  hypersensitive  to  antihistamines  or 
codeine. 

DIMETANE®  EXPECTORANT 


antihistaminic  /antitussive 
Each  5 cc.  (1  tsp.)  contains: 

Dimetane®  (brompheniramine  maleate) 2 mg. 

Phenylephrine  hydrochloride 5 mg. 

Phenylpropanolamine  hydrochloride 5 mg. 

Glyceryl  guaiacolate 100  mg. 


Alcohol  3.5  per  cent  in  a palatable,  aromatic  base. 

DIMETANE®  EXPECTORANT-DC 

(exempt  narcotic) 

antihistaminic  /antitussive  /suppressant 


Codeine  phosphate 10  mg. 

(Warning:  may  be  habit  forming) 

Dimetane®  (brompheniramine  maleate) 2 mg. 

Phenylephrine  hydrochloride 5 mg. 

Phenylpropanolamine  hydrochloride 5 mg. 

Glyceryl  guaiacolate 100  mg. 


Alcohol  3.5  per  cent  in  a palatable,  aromatic  base. 

Indicated  for  relief  of  cough  and  allergic  states  in  which  an  expec- 
torant action  is  useful.  Dimetane  Expectorant-DC  is  indicated  when 
the  cough  suppressant  action  of  codeine  is  desired. 

dosage:  ADULTS— 1 to  2 tsp.  q.i.d.,  as  necessary.  CHILDREN— '/2  to 
1 tsp.,  t.i.d.  or  q.i.d. 

side  effects:  Overdosage  may  result  in  mild  drowsiness  or  excitement, 
but  within  the  therapeutic  range  neither  is  likely. 

Precautions:  Administer  with  caution  to  patients  with  cardiac  or  periph- 
eral vascular  diseases  and  hypertension. 

contraindications:  Hypersensitivity  to  antihistamines  or  codeine.  Not 
recommended  for  use  during  pregnancy. 

references:*  Boyd,  E.  M.,  and  Ronan,  A.  K.:  Am.  J.  Physiol.,  135:383, 
1942. 
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BENEVOLENT  & LOAN  FUND  COMMITTEE:  Daniel  T.  Cloud, 
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man (Phoenix) 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Richard  L.  Dexter, 
M.D.,  Chairman  (Tucson) 
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MOHAVE:  Walter  Brazie,  M.D.,  President,  Masonic  Building, 
Kingman;  John  J.  Standifer,  M.D.,  Secretary,  412  E.  Oak 
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Tucson,  Elliott  E.  Stearns,  Jr.,  M.D.,  Secretary,  2442  E.  Elm 
St.,  Tucson. 

(Society  Office  — 2555  East  Adams  Street,  Tucson) 
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Complete  officer  and  committee  listings  will  appear  in  the  December  issue. 
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BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Directors  of  The  Arizona 
Medical  Association,  Inc.,  held  Sunday,  September  20, 
1964,  in  the  French  Quarter  of  the  Safari  Hotel,  Scotts- 
dale, Arizona,  convened  at  10:10  A.M.,  Paul  B.  Jarrett, 
M.D.,  Vice  President  and  Chairman,  presiding. 

ROLL  CALL 

PRESENT:  Drs.  Beaton,  Lindsay  E.;  Brazie,  Walter; 
Brewer,  W.  Albert,  President;  Cloud,  Jr.,  Daniel  T.; 
Derickson,  Philip  G.;  Dexter,  Richard  L.;  Dierker,  Hugh 
E.;  Dudley,  Jr.,  Arthur  V.,  Treasurer;  Dysterheft,  Arnold 
H.;  Finke,  Howard  W.;  Flynn,  Richard  O.;  Henderson, 
Charles  E.,  Secretary;  Jarrett,  Paul  B.,  Vice  President 
and  Chairman;  Lorenzen,  Robert  F.;  McDaniel,  W. 
Shaw;  O’Hare,  James  E.,  President-elect;  Price,  Robert 
A.;  Rhu,  Jr.,  Hermann  S.;  Smith,  Noel  G.;  Steen,  Wil- 
liam B.,  and  Taylor,  Ashton  B. 

COUNSEL:  Mr.  Jacobson,  Edward. 

STAFF:  Carpenter,  Robert,  Executive  Secretary; 
Robinson,  Bruce  E.,  Executive  Assistant. 

GUEST:  Boykin,  Paul  R.,  Executive  Secretary  — 
Board  of  Medical  Examiners,  State  of  Arizona. 

MINUTES 

Minutes  of  the  meeting  of  the  Board  of  Directors 
held  April  28,  1964  and  May  1,  1964,  approved. 

EXECUTIVE  COMMITTEE  REPORT 

The  Secretary  reported  upon  the  business  transacted 
by  the  Executive  Committee  in  meeting  held  May  24, 
1964,  as  follows: 

Senatorial  Appreciation 

Honorable  Harold  C.  Giss,  Senator  of  the  State  of 
Arizona,  expresses  appreciation  for  rare  opportunity  and 
privilege  extended  him  and  his  great  pleasure  in  being 
a guest  of  the  Association  at  dinner  held  in  Chandler, 
Arizona,  September  28,  1964.  The  President  reported 
official  presentation  to  the  Senator  of  a plaque  as  di- 
rected by  the  Board. 

Board  of  Medical  Examiners 

Nominations  of  this  Board,  presented  to  the  Governor 
of  the  State  of  Arizona,  the  Honorable  Paul  J.  Fannin, 
April  28,  1964,  to  fill  two  vacancies  on  the  Board  of 
Medical  Examiners  of  the  State  of  Arizona  including 
Melvin  W.  Phillips,  M.D.,  of  Prescott;  Harry  T.  South- 
worth,  Jr.,  M.D.,  of  Prescott;  Howard  W.  Finke,  M.D., 
of  Superior  and  James  T.  O’Neil,  M.D.,  of  Casa  Grande. 
The  Governor  appointed  Dr.  Phillips  for  the  term  ex- 
piring July  1,  1969  and  Dr.  Finke  for  the  term  expiring 
July  1,  1968. 

House  Resolution  No.  24 

House  Resolution  No.  24,  adopted  by  the  House  of 
Delegates  of  this  Association  May  1,  1964  contingent 
upon  legal  review  and  determination  as  to  whether  or 
not  such  resolution  might  be  in  conflict  with  any  laws 
of  the  State  of  Arizona,  provided  recommendation  to 
the  county  societies  that  they  include  a voluntary  non- 
tax-deductible  contribution  of  not  less  than  Twenty 
($20.00)  Dollars  to  AMPAC-ArMPAC  in  their  county 
annual  dues  statement  (for  1964  a supplementary  bill  to 
be  sent  to  each  member  and  continuing  thereafter  with 
the  annual  dues  statement,  provided  any  additional  ex- 
penses incurred  as  a result  of  this  action  are  assumed 
by  the  Arizona  Medical  Political  Action  Committee). 


Arizona  Medical  Association  Reports 

Counsel  reports  under  date  of  June  1,  1964  that  he 
has  found  nothing  in  the  resolution  or  in  the  action  con- 
templated thereunder  which  would  violate  any  Arizona 
statutes  with  respect  to  political  activities  or  otherwise 
or  jeopardize  the  tax-exempt  positions  of  the  county 
societies  or  the  Arizona  Medical  Association.  In  addition, 
the  procedure  to  be  followed  will  not  affect  the  deduc- 
tibility of  the  annual  dues  of  the  county  societies  by 
the  individual  members,  it  being  understood,  of  course, 
that  donations  to  ArMPAC  are  not  deductible. 

It  was  moved  by  Dr.  Steen,  seconded  by  Dr.  Mc- 
Daniel and  carried  (Dr.  Rhu  voting  in  the  negative) 
that  the  voluntary  billing  by  component  county  medi- 
cal societies  of  a minimum  Twenty  ($20.00)  Dollar  con- 
tribution to  AMPAC-ArMPAC,  non-tax  deductible,  to 
be  included  witli  tire  annual  dues  billing,  be  approved 
and  recommended  and  that  each  society  be  informed 
of  the  opinion  of  counsel  in  this  regard. 

House  Resolution  No.  28 

House  Resolution  No.  28,  on  recommendation  of  the 
Reference  Committee  May  1,  1964,  referred  to  the 
Professional  Committee  through  the  Board  of  Directors 
for  its  study  and  recommendations,  provides  that  the 
Association  go  on  record  as  being  against  the  owner- 
ship by  hospitals,  or  their  affiliated  holding  companies, 
of  professional  office  facilities  for  leasing  or  renting  to 
medical  doctors  engaged  in  the  active  practice  of  medi- 
cine. Upon  receipt  of  the  report  of  the  Professional 
Committee,  the  Board  of  Directors,  shall  take  such  ac- 
tion as  it  may  deem  advisable  and  necessary. 

The  Professional  Committee,  in  meeting  held  August 
23,  1964,  resolved;  (1)  that  it  be  the  expressed  feeling 
of  this  Professional  Committee  that  the  Resolution  di- 
rected towards  hospitals,  introduced  in  the  last  State 
meeting,  does  not  fall  within  the  scope  of  this  Pro- 
fessional Committee  nor  within  the  scope  of  the  State 
Medical  Association;  and  (2)  that  the  question  of  rent- 
ing space  from  a hospital  or  subsidiary,  witli  any  obliga- 
tion or  implied  obligation  of  relationship  between  the 
lessor  (the  hospital),  and  the  lessee  (the  practicing 
physician),  be  referred  to  the  Board  of  Directors. 

It  was  moved  by  Dr.  McDaniel,  seconded  by  Dr. 
Beaton  and  unanimously  carried  (in  keeping  with  Reso- 
lution No.  28)  that  the  Arizona  Medical  Association 
(House  of  Delegates)  go  on  record  as  being  against  the 
ownership  by  hospitals  or  their  affiliated  holding  com- 
panies, of  professional  office  facilities  for  lease  or  rent- 
ing to  medical  doctors  engaged  in  the  active  practice 
of  medicine,  EXCEPT  IN  THOSE  CASES  WHERE 
SUCH  RELATIONSHIP  OR  ARRANGEMENT  IS 
NECESSARY  FOR  THE  PROPER  PRACTICE  OF 
MEDICINE  IN  THAT  COMMUNITY. 

Grand  Canyon  Hospital 

While  this  matter  was  not  on  the  agenda,  nor  con- 
sidered by  the  Executive  Committee,  Dr.  Dierker  dis- 
cussed the  question  of  ethical  concept  of  the  percentage 
arrangement  relating  to  a provision  in  the  prospectus 
for  medical  services  at  the  Grand  Canyon  Village  area 
(Hospital),  Grand  Canyon  National  Park,  Arizona,  plac- 
ing non-professional  people  in  a participating  partner- 
ship with  the  profession.  The  section  within  the  contract 
dealing  with  “Payment  by  - Doctor  for  Privileges  Gl  int- 
ed” provides: 
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Arizona  Medical  Association  Reports 

“Under  the  present  policy  of  the  National  Park 
Service,  the  franchise  fee  to  be  paid  by  concessioners 
consist  of  a flat  fee,  in  lieu  of  ground  rent,  which 
includes  a fair  return  for  the  Government  improve- 
ments assigned  and  any  facilities  or  services  furnished 
by  the  Government  for  which  no  separate  charge  is 
made,  plus  a percentage  of  gross  receipts  for  the 
privilege  of  doing  business.  In  this  case  the  flat  fee 
will  be  $500  per  annum.  Each  applicant  should  in- 
clude in  his  offer  the  percentage  of  gross  receipts  he 
is  willing  to  pay  for  the  privileges  to  be  granted.” 
(Underscoring  supplied). 

Following  up  this  provision,  the  “Offer,”  to  be  sub- 
mitted by  the  qualified  physician-surgeon  to  operate  the 
Grand  Canyon  Hospital  and  associated  general  medical 
practice  at  Grand  Canyon  Village  on  the  south  rim  of 
Grand  Canyon  National  Park,  provides  in  part  as  follows: 
“.  . . and  to  pay  annually  to  the  United  States  for 
the  concession  granted  the  sum  of  $500  plus  an 
amount  equal  to  per  cent  of  the  gross  re- 

ceipts.” 

It  was  moved  by  Dr.  O’Hare,  seconded  by  Dr.  Dierker 
and  unanimously  carried  that  this  Association  notify  the 
National  Park  Service,  Department  of  the  Interior  of 
the  United  States  that  the  form  of  contract  being  of- 
fered is  contrary  to  medical  ethics,  urging  its  change. 

It  was  moved  by  Dr.  Brewer,  seconded  by  Dr.  Dudley 
and  unanimously  carried  that  the  expressed  position  of 
this  Association  as  regards  the  prospectus  of  medical 
services  in  connection  with  the  operation  of  the  Grand 
Canyon  Hospital  and  associated  general  medical  prac- 
tice at  Grand  Canyon  Village  on  the  south  rim  of  the 
Grand  Canyon  National  Park,  especially  as  pertains  to 
the  section  dealing  with  “Payment  By  Doctor  for  Priv- 
ileges Granted,”  including  a percentage  of  gross  re- 
ceipts the  eligible  physician-surgeon  is  willing  to  pay  for 
privileges  granted,  be  forwarded  to  the  American  Medi- 
cal Association  for  its  information. 

House  Resolution  No.  29 

House  Resolution  No.  29  provided  that  methods  be 
explored  by  the  Board  of  of  Directors  to  provide  a 
change  in  the  requirements  for  active  membership  so 
that  Associate  members  may  become  Active  members 
and  that  a resolution  effecting  this  change  be  prepared 
for  vote  at  the  1965  meeting  of  this  Association. 

The  Reference  Committee  on  Resolutions  recommend- 
ed that  this  be  referred,  through  the  Board  of  Directors, 
to  the  Constitution  and  By-Laws  Committee  of  this 
Association  for  its  study  and  recommendation  which  was 
adopted  May  1,  1964. 

Chapter  II,  Membership,  Section  3.  Classes  of  Mem- 
bership: (A)  Active  Members  (of  the  By-Laws  of  this 
Association)  provides,  among  other  things,  that  said 
active  members  . . .”  (4)  be  in  active  private  practice 
in  Arizona  . . . An  active  member  shall  have  all  the 
rights  and  privileges  of  the  Association  as  (herein)  pro- 
vided. ’ “(C)  Associate  Members  may  be  elected  by  the 
Board,  upon  recommendation  of  the  society  of  the  coun- 
ty in  which  such  members  reside,  from  those  doctors 
of  medicine  who  are  licensed  to  practice  medicine  and 
surgery  in  Arizona,  but  are  (1)  disabled  and  unable  to 
practice,  (2)  retired  from  active  practice  and  not  eligible 
for  Fifty-Year  Club  membership,  or  (3)  active  members 


who  leave  active  practice  to  undergo  a further  training 
period  lasting  six  months  or  more,  or  for  military  serv- 
ice. Associate  members  shall  have  all  the  rights  and 
privileges  of  active  members  except  the  right  to  serve 
as  a Delegate  or  to  hold  elective  office.  They  shall  not 
be  required  to  pay  Association  dues.  They  shall  not  re- 
tain this  classification  upon  resumption  of  active  prac- 
tice, but  shall  revert  to  active  membership  status.”  “(D) 
Service  Members  . . . the  Board  may  elect  as  service 
members  doctors  of  medicine  who  are  full-time  medical 
employees  of  the  United  States,  of  Arizona,  or  of  any 
county  or  municipal  government  in  Arizona.  They  must 
be  resident  in  the  State  of  Arizona.  Service  members 
shall  have  all  the  rights  and  privileges  of  active  mem- 
bers except  the  right  to  serve  as  Delegates,  or  to  hold 
elective  office.  They  shall  pay  one-quarter  the  dues  of 
active  members.” 

Dr.  Dierker,  who  is  presently  serving  as  full-time 
Director  of  the  Coconino  County  Health  Department, 
contends  that  he  and  others  in  similar  capacities  are 
in  “active  practice”  in  the  field  of  public  health.  He 
prefers  to  have  active  membership  status.  Dr.  Dierker, 
prior  to  assuming  his  current  affiliation,  was  in  active 
medical  practice  in  Flagstaff.  He  was  elected  to  the 
Board  of  Directors  as  a Northwestern  District  Director 
during  the  Annual  Meeting  of  the  Association,  May  1, 
1964. 

It  was  directed  that  information  be  gathered  as  to 
the  general  trend  throughout  the  country  regarding 
membership  classifications  especially  concerning  those 
engaged  in  public  health  service,  determining  whether 
or  not  such  practice  is  considered  the  active  practice 
of  medicine  and  therefore  classified  active  members. 

It  was  moved  by  Dr.  Beaton,  seconded  by  Dr.  Rhu 
and  unanimously  carried  that  action  in  this  regard  be 
deferred  until  we  have  more  information  as  to  action 
of  other  societies  (in  this  regard)  and  that  the  matter  be 
then  referred  to  the  Articles  of  Incorporation  and  By- 
Laws  Committee  for  review  and  recommendation. 

Congressional  Appreciation 

Honorable  John  J.  Rhodes,  Congressman  of  the  United 
States,  expresses  appreciation  of  the  thoughtful  expres- 
sion of  approval  of  his  work  in  Congress,  especially  in 
the  interest  of  medicine,  forwarded  as  an  expression  of 
view  of  this  Association  in  telegram  released  May  1, 
1964.  Received. 

House  Resolution  No.  14 

House  Resolution  No.  14,  adopted  by  the  House  of 
Delegates  of  this  Association  May  1,  1964,  providing 
that  the  interest  earned  on  savings  accounts  be  credited 
to  the  Benevolent  and  Loan  Fund  Committee  for  the 
institution  of  scholarships  and  directing  that  Committee 
to  draw  up  rules  and  regulations  for  awards  of  scholar- 
ships. Fund  transfer  approved. 

Application  for  scholarship  received  from  Miss  Bar- 
bara Ruth  Reed,  referred  to  Benevolent  and  Loan  Fund 
Committee  for  attention. 

Membership  Classification  Change 

Murlin  Nester,  M.D.  (Pima),  classification  change  from 
Active  to  Associate,  dues  exempt,  account  disability  — 
illness  — effective  January  1,  1964,  recommended.  Ap- 
proved. 
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Industrial  Commission 

Industrial  Commission  of  Arizona  reports  change  in 
effective  date  of  its  revised  Relative  Value  Medical 
and  Surgical  Fee  Schedule  from  May  1,  1964  to  June 
1,  1964. 

Cardiovascular  Advisory  Board  to  the  Industrial  Com- 
mission of  Arizona  established  appointing  Samuel  J. 
Grauman,  M.D.  (Tucson)  as  Chairman,  in  addition  to 
Monroe  H.  Green,  M.D.  (Phoenix)  and  Robert  E. 
Nenad,  M.D.  (Phoenix),  confirmed  at  its  meeting  May 
15,  1964. 

Case  of  Elsie  M.  White  (AU  28060)  vs.  J.  Earle  Estes, 
M.D.  (Phoenix),  in  the  matter  of  alleged  interference 
by  the  Industrial  Commission  of  the  private  doctor- 
patient  relationship,  reviewed.  Dr.  Brewer  reported  that 
he  had  requested  the  Industrial  Relations  Committee  of 
this  Association  to  report  as  to  the  facts  and  its  opinion 
relative  thereto.  This  report  has  not  been  received 
to  date. 

It  was  regularly  moved  and  unanimously  carried  that 
this  matter  be  tabled. 

Nursing 

Referred  to  the  Professional  Committee  for  review  and 
comment,  matters  dealing  with  nursing  presented  by 
Dermont  W.  Melick,  M.D.,  member  of  this  Board  and 
Delegate  to  AMA. 

Medicare  Contract  No.  DA-05-1 14-MD-12 

Reported  execution  of  agreement  renewing  Medicare 
Contract  No.  DA-05-114-MD-12  for  the  term  September 
1,  1964  to  August  31,  1965.  This  Board  previously 
authorized  such  execution  providing  the  contract  ad- 
heres to  that  then  currently  in  effect  (No.  DA-49-192- 
MD-116)  without  renegotiation  of  the  fee  schedule. 
Received. 

Speech  Training  Service 

Referred  to  the  Public  Relations  Committee  the  pro- 
posed Speech  Training  Service  offered  by  Smith  Kline 
and  French  Laboratories  to  improve  public  speaking  and 
public  relations  programs.  Received. 

BOARD  OF  DIRECTORS 

Southeastern  District  Director 

Thomas  W.  Jensen,  M.D.,  of  Safford,  Southeastern 
District  Director,  elected  for  the  term  1962-65,  submits 
his  resignation  by  letter  dated  September  5,  1964. 
Accepted  with  regret. 

Deward  G.  Moody,  M.D.,  of  Nogales,  was  duly  nom- 
inated and  unanimously  elected  to  the  office  of  South- 
eastern District  Director,  filling  the  vacancy  created  by 
the  resignation  of  Dr.  Jensen,  to  serve  until  the  next 
election. 

As  an  alternate  in  the  event  Dr.  Moody  should  de- 
cline acceptance  of  the  office,  Charles  W.  McMoran, 
M.D.,  of  Sierra  Vista,  was  duly  nominated  and  unani- 
mously elected  to  the  office  of  Southeastern  District 
Director  to  serve  until  the  next  election. 

Benevolent  and  Loan  Fund  Committee 

Andre  J.  Bruwer,  M.D.  (Tucson),  declined  appoint- 
ment; Darwin  W.  Neubauer,  M.D.  (Tucson),  accepts  in- 
terim appointment  by  the  President.  Confirmed  for  the 
term  1964-67. 
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Industrial  Relations  Committee 

Richard  E.  H.  Duisberg,  M.D.  (Phoenix),  declined; 
Deraid  G.  May,  M.D.  (Phoenix),  accepts  interim  ap- 
pointment by  the  President.  Confirmed  for  the  term 
1964-67. 

Standing  — Special  Committees 

It  is  reported  that  all  appointees  to  the  following 
committees,  appointed  by  the  Board  of  Directors  May 
1,  1964,  have  accepted  the  assignment. 

Standing  (1964-67):  Benevolent  and  Loan  Fund  Com- 
mittee; Grievance  Committee;  History  and  Obituaries 
Committee;  Industrial  Relations  Committee;  Legislative 
Committee;  Medical  Economics  Committee;  Publishing 
Committee  and  Scientific  Assembly  Committee. 

Special  1964-65):  Articles  of  Incorporation  and  By- 
Laws  Committee;  Central  Office  Advisory  Committee; 
Executive  Committee;  Procurement  and  Assignment 
Committee. 

Professional  Committee 

Doctors  Earl  J.  Baker  (Phoenix)  1964-67;  Jack  E. 
Brooks,  Chairman  (Phoenix)  1964-67;  Orin  J.  Farness 
(Tucson)  1964-65;  Ray  Fife  (Phoenix)  1964-65;  Ben  P. 
Frissell  (Phoenix)  1964-67;  T.  Richard  Gregory  (Phoe- 
nix) 1964-66;  Jesse  D.  Hamer  (Phoenix)  1964-66;  Harold 
W.  Kohl,  Jr.  (Tucson)  1964-65;  Dermont  W.  Melick 
(Phoenix)  1964-66;  William  G.  Payne  (Tempe)  1964-67; 
and  Delbert  L.  Seerist  (Tucson)  1964-67  have  accepted 
appointment  and  were  confirmed  for  the  terms  in- 
dicated. 

Public  Relations  Committee 

Laurence  M.  Linkner,  M.D.  (Phoenix);  William  W. 
McKinley,  Jr.,  M.D.  (Bisbee);  Arthur  V.  Dudley,  Jr., 
M.D.  (Tucson)  and  J.  Edwin  Keppel,  M.D.  (Mesa)  ap- 
pointed and/or  reappointed,  each  for  the  term  1964-67. 
C.  Herbert  Fredell,  M.D.  (Flagstaff)  1963-66;  Robert  V. 
Horan,  M.D.  (Globe)  1963-66;  Howard  W.  Finke,  M.D. 
(Superior)  1962-65;  and  William  H.  Lyle,  M.D.  (Yuma) 
1963-66,  remaining  Area  Campaign  Chairmen  of  Oper- 
ation Hometown,  previously  appointed  are  currently 
serving  as  members  of  this  Committee  for  the  term 
indicated  in  each  instance.  Confirmed. 

Territorial  Medicine  Publication, 

Ad  Hoc  Committee  for  Arizona 

W.  Albert  Brewer,  M.D.  (Phoenix),  Chairman,  has 
appointed  or  reappointed  the  following  membership  to 
serve:  Nelson  C.  Bledsoe,  M.D.  (Tucson);  Roland  F. 
Schoen,  M.D.  (Casa  Grande);  William  B.  Steen,  M.D. 
(Tucson);  and  Clarence  E.  Yount,  Jr.,  M.D.  (Prescott) 
and  Mrs.  Dorothy  McNamee  (Tucson)  as  an  advisory 
member.  Confirmed. 

Blue  Shield,  Ad  Hoc  Committee  to 
Study  the  Orderly  Alignment  of 

The  President  appointed  or  reappointed  the  follow- 
ing membership  to  serve:  George  Scharf,  M.D.  (Phoe- 
nix) Chairman;  Richard  S.  Armstrong,  M.D.  (Tucson); 
R.  Lee  Foster,  M.D.  (Phoenix);  Walter  T.  Ilileman,  M.D. 
(Tucson);  Paul  B.  Jarrett,  M.D.  (Phoenix);  Charles  R. 
McReynolds,  M.D.  (Yuma).  Confirmed. 

Ad  Hoc  Committees 

It  was  determined  the  appointees  to  the  ad  hoc 
committees  (1)  the  Study  of  ArMA  Committee  Struc- 
ture; (2)  for  Appraisal  of  Arizona  Blue  Shield  and  (3) 
for  the  Study  of  Membership  of  the  Board  of  Directors, 
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having  completed  their  respective  assignments,  are  to 
be  considered  automatically  dismissed. 

Rehabilitation  Center  of  the  University  of  Arizona, 

Ad  Hoc  Committee  to  Study  the 
Medical  Role  Relating  to  the 

On  recommendation  of  the  Professional  Committee, 
the  appointees  to  the  Ad  Hoc  Committee  to  Study  the 
Medical  Role  Relating  to  the  Rehabilitation  Center  of 
the  University  of  Arizona,  having  yet  to  function,  were 
dismissed,  close  liaison  having  been  developed  between 
the  Center  and  the  Pima  County  Medical  Society. 
ArMPAC  Board  of  Directors 

William  B.  Steen,  M.D.  (Tucson),  Chairman;  Walter 
D.  Anderson,  M.D.  (Yuma);  Walter  Brazie,  M.D.  (King- 
man);  John  F.  Kahle,  M.D.  (Flagstaff);  William  G.  Payne, 
M.D.  (Tempe);  John  R.  Schwartzmann,  M.D.  (Tucson); 
John  F.  Westfall,  M.D.  (Phoenix);  Henry  G.  Williams, 
M.D.  (Phoenix);  Mrs.  Lavern  D.  Sprague  (Tucson);  and 
Mrs.  Richard  P.  Timmons,  Scottsdale),  appointed  and 
acepted  for  the  term  expiring  February  1,  1965.  Con- 
firmed. 

Jesse  D.  Hamer,  M.D. 

Jesse  D.  Hamer,  M.D.,  Past  Delegate  to  the  AMA, 
by  letter  dated  September  15,  1964,  expressed  his  grate- 
ful appreciation  and  best  wishes  to  the  Board  of  Direc- 
tors for  the  beautiful  plaque  awarded  to  him  at  the 
President’s  Dinner-Dance  held  May  1,  1964,  in  recog- 
nition of  his  thirty  years  of  service  to  this  Association. 

It  was  regularly  moved  and  unanimously  carried  that 
this  letter  of  appreciation  presented  by  Dr.  Hamer  be 
received  and  that  it  be  published  in  ARIZONA  MEDI- 
CINE, including  a photograph  of  Dr.  Hamer  and  the 
plaque. 

Advisory  Survey  and  Construction  Council 

The  term  of  William  B.  Steen,  M.D.  (Tucson),  serv- 
ing as  a member  of  the  Advisory  Survey  and  Construc- 
tion Council,  representing  this  Association,  expires  Janu- 
ary 1,  1965.  Chapter  10,  Hospital  Survey,  Construction 
and  Districts,  Article  1,  Survey  and  Construction,  Sec- 
tion 36-1203  provides  that  the  Advisory  Survey  and 
Construction  Council  advise  and  consult  with  the  State 
Department  of  Health  in  carrying  out  the  provisions 
of  this  Article.  Membership  shall  consist  of  the  Com- 
missioner of  Public  Health  as  ex-officio  chairman  and, 
among  others,  one  member  chosen  from  a panel  of  four 
to  be  submitted  by  the  Arizona  Medical  Association 
from  which  panel  the  Governor  will  appoint  a member 
for  a term  of  four  years  on  January  1 of  the  year  of 
expiration  of  the  preceding  member’s  term.  Dr.  Steen 
stated  that  he  will  have  completed  two  consecutive 
terms  come  January  first  of  the  new  year  and  it  is  his 
feeling  that  a member  cannot  serve  more  than  two 
terms. 

It  was  regularly  moved  and  unanimously  carried  that 
this  matter  be  tabled  (to  be  considered  by  the  Board 
of  Directors  at  its  next  meeting,  possibly  in  December). 

AMA  HOUSE  OF  DELEGATES 

Resolution  No.  20 

Adopted  May  1,  1964,  it  is  resolved  that  the  Board 
of  Directors  be  instructed  to  utilize  all  facilities  at  its 
hand  to  implement  the  intent  of  Resolution  No.  68 
passed  by  the  AMA  Plouse  of  Delegates  recognizing 
the  importance  of  the  general  practitioner  as  an  essen- 


tial component  of  American  medicine;  further  that  the 
Board  report  back  to  the  1965  House  of  Delegates 
what  actions  have  been  taken  in  the  State  of  Arizona 
and  what  progress  has  been  made  in  the  solution  of  this 
serious  problem  facing  the  American  public,  namely  the 
impending  critical  shortage  of  general  practitioners  to 
serve  the  public.  Received. 

Resolution  No.  25 

Adopted  May  1,  1964,  it  is  resolved  that  the  Board 
of  Directors  be  directed  to  expend  every  effort  to  have 
this  inequity  corrected  (discrimination  against  doctors 
of  medicine  entering  the  practice  of  medicine  imme- 
diately following  an  internship  either  served  within  or 
without  the  State  of  Arizona),  working  in  conjunction 
with  the  State  Board  of  Medical  Examiners  in  an 
attempt  to  resolve  this  problem  under  the  provisions  of 
the  new  Medical  Practice  Act.  Received,  matter  re- 
solved. 

Resolution  No.  16 

Adopted  May  1,  1964  opposing  proposed  changes  in 
the  Internal  Revenue  Code,  urging  the  officers  and 
Board  of  Trustees  of  the  American  Medical  Association 
to  continue  their  vigorous  actions  in  this  matter  stating 
the  position  of  AMA  in  opposition  to  these  proposed 
changes  in  the  IRC.  This  resolution  was  introduced 
in  the  House  of  Delegates  of  AMA  at  its  Annual  Meet- 
ing, June  22,  1964.  Two  similar  resolutions  were  intro- 
duced by  the  Delegates  from  Florida  and  Georgia.  The 
Reference  Committee  recommended  the  following  sub- 
stitute resolution  which  was  adopted  by  the  AMA  House, 
June  24,  1964: 

“WHEREAS,  The  American  Medical  Association  has 
on  numerous  occasions  supported  the  principle  of  tax 
equality  for  all  Americans;  and 

Whereas,  Employees  of  corporations  may  receive  cer- 
tain tax  benefits  withheld  from  the  self-employed;  and 

Whereas,  The  federal  courts  have  held  in  the  Kintner 
and  Galt  cases  that  ‘professional  associations’  are  to 
be  treated  for  tax  purposes  as  corporations;  and 

Whereas,  The  Internal  Revenue  Service  issued  regula- 
tions dealing  with  the  subject  of  professional  associa- 
tions; and 

Whereas,  The  Internal  Revenue  Service  has  since  pro- 
posed amendments  to  these  regulations  which  discrimin- 
ate against  professional  associations  and  professional 
corporations  and  are  without  authority  of  law;  and 

Whereas,  Legislation  has  been  introduced  to  provide 
tax  equility  with  business  corporations  for  ‘professional 
associations’  and  ‘professional  corporations’;  therefore 
be  it 

Resolved,  That  the  American  Medical  Association 
continue  its  vigorous  opposition  to  tax  regulations  that 
discriminate  against  ‘professional  associations’  and  ‘pro- 
fessional corporations’;  and  be  it  further 

Resolved,  That  the  American  Medical  Association  con- 
tinue its  support  of  legislation  which  seeks  to  provide 
tax  equality  with  business  corporations  for  ‘professional 
associations’  and  ‘professional  corporations’.” 

It  was  regularly  moved  and  unanimously  carried  that 
the  substitute  resolution  adopted  by  the  AMA  House 
of  Delegates,  June  24,  1964,  be  published  in  full  in 
Arizona  Medicine  in  a section  other  than  that  devoted 
to  ArMA  reports  of  Board  and  Committee  actions. 
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Resolution  No.  18 

Adopted  May  1,  1964,  provides  that  the  previous 
issuance  of  charters  to  the  fourteen  (14)  component 
county  medical  societies  is  acknowledged  and  the  Consti- 
tutions and  By-Laws  be,  and  they  are  hereby,  ratified, 
approved  and  confirmed  as  legal,  valid  and  subsisting 
constitutions  and  by-laws.  Counsel,  by  letter  dated  Sep- 
tember 11,  1964,  reported  the  results  of  review  of  con- 
stitutions (or  articles  of  incorporation)  and  by-laws  sub- 
mitted by  the  component  county  medical  societies  with 
the  exception  of  Graham  County  which  advises  that  it 
lias  no  constitution  and  by-laws  and  the  Santa  Cruz 
County  Medical  Society  which  advises  that  it  operates 
under  the  Articles  of  Incorporation  and  By-Laws  of 
the  Arizona  Medical  Association. 

The  following  Resolution  is  proposed  for  introduction 
in  the  House  of  Delegates  of  ArMA  at  its  next  Annual 
Meeting: 

“WHEREAS,  Section  6,  Capter  III  of  the  By-Laws 
of  The  Arizona  Medical  Association,  Inc.  provides  in 
part  that: 

“Charters  shall  be  provided  and  issued  to  county  so- 
cieties only  on  approval  of  the  Board,  and  shall  be 
signed  by  the  President  and  Secretary  of  the  Asso- 
tion  . . .”,  and 

Whereas,  many  original  charters  once  issued  to  vari- 
out  county  societies  have  been  mislaid  or  lost,  and 
Whereas,  it  is  the  desire  of  The  Arizona  Medical 
Association,  Inc.  to  remove  any  doubt  which  may  exist 
with  respect  to  the  legal  existence  of  any  component 
county  society,  which  may  arise  as  the  result  of  its  char- 
ter having  been  mislaid  or  lost. 

Therefore  be  it  and  it  is  hereby  resolved,  that  the 
previous  issuance  of  charters  to  the  following  named 
County  Medical  Societies  is  acknowledged: 

Apache  County  Medical  Society 
Cochise  County  Medical  Society 
Coconino  County  Medical  Society 
Gila  County  Medical  Society 
Graham  County  Medical  Society 
Greenlee  County  Medical  Society 
Maricopa  County  Medical  Society 
Mohave  County  Medical  Society 
Navajo  County  Medical  Society 
Pima  County  Medical  Society 
Pinal  County  Medical  Society 
Santa  Cruz  County  Medical  Society 
Yavapai  County  Medical  Society 
Yuma  County  Medical  Society 

Be  it  further  resolved,  that  the  President  and  Secretary 
be,  and  they  are  hereby  instructed  for  and  on  behalf 
of  The  Arizona  Medical  Association,  Inc.  to  send  a cer- 
tified copy  of  this  Resolution  to  the  Secretary  of  each 
county  society  named  above,  which  certified  copy  shall 
constitute  evidence  of  the  previous  issuance  of  charters 
to  the  above  named  county  medical  societies. 

It  was  regularly  moved  and  unanimously  carried 
that  this  Resolution  be  introduced  in  the  House  of 
Delegates  at  its  next  Annual  Meeting. 

The  Board  later  reconsidered  this  action  and  by  mo- 
tion made  by  Dr.  Dudley,  seconded  by  Dr.  Beaton  and 
unanimously  carried,  rescinded  the  aforementioned  ac- 
tion. 
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The  second  proposed  Resolution  is  as  follows: 
“WHEREAS,  Section  6,  Chapter  III  of  the  By-Laws 
of  The  Arizona  Medical  Association,  Inc.  provides  in 
part  that: 

“.  . . The  Articles  of  Incorporation  and  By-Laws 
of  the  Association  shall  be  binding  upon  every  county 
society  and  every  member  of  every  such  society,  any- 
thing in  the  constitution  and  by-laws  of  any  such 
society  to  the  contrary  notwithstanding,”  and 
Whereas,  the  articles  (or  where  not  incorporated, 
the  constitutions)  and  by-laws  of  many  of  the  county 
societies  either  partially  conflict  with  the  Articles  and 
By-Laws  of  The  Arizona  Medical  Association,  Inc.  or 
fail  to  make  clear  the  principle  of  superiority  quoted 
above,  or  both,  and  thus  might  be  misleading,  and 

Whereas,  certain  of  the  county  societies  have  no 
written  rides  (in  the  form  of  articles  of  incorporation, 
constitution,  by-laws  or  otherwise)  by  which  to  govern 
themselves,  and  others,  while  having  written  rules,  are 
not  incorporated. 

Therefore  be  it,  and  it  is  hereby  resolved: 

1.  That  any  county  society  operating  without  a set  of 
written  rules  for  its  own  government,  be  encouraged 
to  formulate  and  adopt  the  same  as  soon  as  reasonably 
possible,  and 

2.  That  any  county  society  not  now  incorporated  be 
encouraged  to  consult  its  own  local  attorney  with  respect 
to  the  possible  advantages  of  incorporation,  and 

3.  That  each  county  society  which  has  written  rules 
be  encouraged  to  cause  the  same  to  be  reviewed  and 
compared  with  the  Articles  of  Incorporation  and  By- 
Laws  of  The  Arizona  Medical  Association,  Inc.  in  order 
that  any  inconsistencies  or  contradictions  be  eliminated, 
and 

4.  That  each  county  society  be  encouraged  to  reprint 
the  full  text  of  Section  6,  Chapter  III  of  the  By-Laws 
of  The  Arizona  Medical  Association,  Inc.  under  an  ap- 
propriate caption  in  a conspicuous  place  in  their  ar- 
ticles of  incorporation,  constitution  and  by-laws  as  soon 
as  reasonably  possible,  in  order  that  no  reader  of  any 
such  county  documents  will  be  uninformed  of  the  con- 
tent and  effect  thereof,  and 

Further  resolved,  that  the  President  and  the  Secretary 
of  The  Arizona  Medical  Association,  Inc.,  be,  and  diey 
are  hereby  instructed  for  and  on  behalf  of  The  Arizona 
Medical  Association,  Inc.  to  send  a certified  copy  of 
this  Resolution  to  the  Secretary  of  each  county  society- 
directing  the  Secretary  thereof  to  circulate  a copy  of 
this  Resolution  amongst  all  of  the  members  of  his  county- 
society.” 

It  was  regularly  moved  and  unanimously  carried  that 
this  Resolution  be  adopted  in  behalf  of  the  Board  of 
Directors  and  that  a copy  thereof  be  forwarded  to  each 
component  county  medical  society. 

CENTRAL  OFFICE  ADVISORY 
COMMITTEE 

Activity  Separation  — Office  Relocation 

The  separation  of  the  joint  activities  of  the  Central 
Offices  of  the  Association  and  those  of  the  Board  of 
Medical  Examiners  of  the  State  of  Arizona  was  effected 
July  1,  1964.  Robert  Carpenter  is  to  continue  as  Execu- 
tive Secretary  of  the  Association  and  Paul  R.  Boykin 
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has  been  appointed  Executive  Secretary  of  the  Board 
of  Medical  Examiners. 

Effective  August  1,  1964  the  relocation  of  the  joint 
offices  from  the  U-R  Building  to  the  Safari  Building, 
4601  North  Scottsdale  Road,  Scottsdale,  Arizona,  was 
achieved,  the  Association  occupying  Suite  No.  201,  the 
Board  of  Medical  Examiners,  Suite  No.  202. 

These  subjects  were  presented  to  the  members  of 
this  Board  of  Directors,  contained  in  letter  dated  June 
30,  1964  and,  by  mail  vote  solicited  of  the  twenty-three 
(23)  members  comprising  this  Board,  twenty-one  (2.1) 
voted  approving  these  changes  (cancellation  of  the  old 
and  execution  of  the  new  lease)  and  two  (2)  did  not  vote. 

It  was  regularly  moved  and  unanimously  carried  that 
this  mail  vote  be  recorded,  reaffirmed  and  actions  ap- 
proved. 

The  working  arrangements  with  the  executive  staff 
are  to  be  considered  annually  by  the  Central  Office 
Advisory  Committee,  directly  concerned,  any  recom- 
mendations to  he  forwarded  to  the  Board  of  Directors 
for  its  approval. 

Membership  Classification  Changes 

Maricopa:  Mark  H.  Wall,  M.D.,  requests  partial  re- 
fund of  his  1964  State  and/or  National  dues  because 
of  his  departure  from  this  State  to  practice  in  Los 
Angeles. 

It  was  regularly  moved  and  unanimously  carried  that 
this  request  be  denied  inasmuch  as  the  By-Laws  of 
the  Association  do  not  provide  for  such  refund  under 
the  circumstances  presented. 

Pima:  Murlin  Nester,  M.D.,  Active  to  Associate  — 
Dues  Exempt  account  disability  — Illness  — Effective 
January  1,  1964  — granted. 

Yuma:  Herbert  C.  Kling,  M.D.,  Active  to  Associate  — 
Dues  Exempt  acount  retirement  — Effective  January 
1,  1964  — granted. 

INDUSTRIAL  RELATIONS  COMMITTEE 

Psychiatric  Advisory  Board 

William  B.  McGrath,  M.D.  (Phoenix),  term  1963-65; 
Boris  Zemsky,  M.D.  (Tucson),  term  1963-66,  continue  as 
members  of  the  Psychiatric  Advisory  Board  to  the  Indus- 
trial Commission  of  Arizona.  The  terms  of  Charles  P. 
Neumann,  M.D.  (Tucson)  and  Richard  E.  H.  Duisberg, 
M.D.  (Phoenix),  expired  July  1,  1964.  Deraid  G.  May, 
M.D  (Phoenix),  a member  of  the  Industrial  Relations 
Committee  of  this  Association,  was  given  an  interim 
appointment  by  the  President  to  fill  one  of  the  two 
vacancies  for  the  term  July  1,  1964  to  July  1,  1967. 
Charles  P.  Neumann,  M.D.  (Tucson),  recommended 
reappointed  for  a term  July  1,  1964  to  July  1,  1968. 
As  to  term,  this  will  effect  staggering  of  the  terms  of 
each  of  the  four  members  providing  for  one  vacancy 
each  year.  Interim  appointment  of  Dr.  May  and  recom- 
mended appointment  of  Dr.  Neumann  approved. 

PROFESSIONAL.  COMMITTEE 

Nursing  Homes 

Revision  of  rules  and  regulations  promulgated  by 
the  Arizona  State  Department  of  Health  relating  to 
licensing  of  hospitals,  especially  as  pertains  to  convales- 
cent and  nursing  homes,  in  connection  with  minimum 
standards  to  enable  insurance  companies  to  make  vendor 
payments.  Considerable  favor  was  expressed  in  the 


matter  of  “private”  nursing  homes  as  opposed  to  “fed- 
eral” FHA  sponsored  ones,  promoters  of  the  latter 
group  having  no  direct  interest  in  operation  of  the 
facility  upon  completion.  Suggested  that  possibly  the 
Legislative  Committee  and/or  the  Medical  Economics 
Committee  might  look  into  this  matter  and  submit 
recommendations  to  the  Board.  FHA  financing  of  nursing 
homes  by  promoters,  referred  to  Board  for  discussion 
and  any  further  action  indicated.  Received. 

Rheumatic  Fever 

Rheumatic  Fever  Prophylaxix  program,  to  be  under- 
taken statewide,  with  the  endorsement  of  the  State 
Health  Department,  the  Arizona  Heart  Association, 
the  Arizona  Pharmaceutical  Association  in  addition  to 
the  hoped  for  approval  of  this  Association,  presented 
for  discussion.  It  provides  for  low-cost  penicillin  to 
rheumatic  fever  patients  unable  to  afford  the  medication, 
on  proper  application  and  clearance  by  physicians  who 
want  it  for  children  who  have  had  rheumatic  fever  or 
who  are  subject  to  recurrence  of  strep  infections. 

It  was  regularly  moved  and  unanimously  carried  that 
this  Association  lend  its  endorsement  and  give  full 
approval  to  the  Statewide  Rheumatic  Fever  Prophylaxix 
Program. 

Immunization  and  Health  Record 

Approved  the  Immunization  and  Health  Record  re- 
porting card  designed  by  the  Arizona  State  Department 
of  Health  and  approved  by  the  American  Academy  of 
Pediatrics. 

Perinatal  Mortality 

Referred  to  the  Legislative  Committee  for  study  and 
recommendation  is  the  subject  of  “perinatal  mortality” 
and  possible  need  for  legislation  to  protect  those  in- 
volved in  providing  confidential  information  for  medical 
study  for  the  purpose  of  reducing  morbidity  or  mortality 
in  the  development  of  statistical  data,  to  include  rep- 
resentatives of  this  Association,  the  Arizona  State  Depart- 
ment of  Health,  allied  medical  societies,  in-hospital 
staff  committees,  etc.  Copy  of  the  Nebraska  Legisla- 
tive Bill  No.  326  is  offered  for  reference.  The  informa- 
tion and  material  to  be  furnished  is  to  be  used  only 
for  the  purpose  of  advancing  medical  research  and 
medical  education  and  provides  for  general  publication 
of  a summary  of  such  studies  providing  exemption 
from  legal  liability  for  those  furnishing  such  informa- 
tion and  for  those  studying  and  publishing  the  results 
thereof;  further,  providing  that  such  material  and  in- 
formation and  any  findings  or  conclusions  of  such 
authorized  groups  shall  be  privileged  communications 
which  may  not  be  used  or  offered  or  received  in  evi- 
dence in  any  legal  proceeding.  It  is  suggested  that 
possibly  the  Legislative  Committee  will  wish  to  seek 
legal  advice  in  this  regard. 

School  Nurses’  Standing  Orders 

Recommended  approval  of  School  Nurses’  Stand- 
ing Orders  promulgated  by  the  Arizona  State  Depart- 
ment of  Healtli  as  suggestions  for  nurses  engaged  in 
school  health  programs  in  the  Arizona  Public  Schools, 
providing  certain  amendments  are  effected  including: 
(a)  under  Article  I,  responsibilities  of  the  schools  deal- 
ing with  “convulsions”  that  “when  patient  feels  able, 
send  home”  rather  than  “return  to  class”;  (b)  under 
Article  III,  Immunization  Programs,  suggesting  that 
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immunizations  should  be  done  in  physicians’  offices; 
and  (c)  under  “Special  Reminders”  involving  pregnancy 
exclusions,  the  parents  involved  should  be  referred  to 
their  private  physician  in  preference  to  discussion  with 
the  nurse  or  the  dean  of  girls,  which  were  agreed  upon. 
It  is  desirable  that  these  Standing  Orders  be  approved 
by  the  Arizona  State  Department  of  Health,  the  Ari- 
zona State  Department  of  Public  Instruction,  the  Ari- 
zona School  Health  Advisory  Committee,  the  School 
Nursing  Section  of  the  Arizona  State  Nurses’  Associa- 
tion and  this  Association. 

It  was  regularly  moved  by  Dr.  McDaniel,  seconded 
by  Dr.  Beaton  and  unanimously  carried  that  the  Stand- 
ing Orders  for  School  Nurses  be  approved  subject  to  the 
suggested  amendments  agreed  upon  being  effected. 

Veneral  Diseases  Program 

The  Arizona  State  Department  of  Health  reported 
matters  relating  to  venereal  diseases  are  now  being 
handled  on  the  local  level.  In  Maricopa  last  year  the 
subject  was  handled  in  the  schools.  Venereal  diseases 
spot  announcements  are  available  for  television  and  radio 
presentation  through  the  State  Health  Department;  also 
moving  pictures,  the  latter  also  being  obtainable  through 
the  health  departments  of  Cochise,  Coconino,  Pima  and 
Maricopa.  It  is  recommended  that  the  venereal  diseases 
program  of  the  Arizona  State  Deparmtent  of  Health 
be  endorsed  and  that  physicians  throughout  the  State 
be  made  aware,  through  their  respective  component 
societies,  that  spot  announcements  and  moving  pictures 
are  available  for  local  use. 

It  was  regularly  moved  and  unanimously  carried  that 
the  component  county  medical  societies  be  informed  of 
the  venereal  diseases  program  of  the  Arizona  State  De- 
partment of  Health  and  the  availability  of  spot  an- 
nouncements and  moving  pictures  on  application 
through  that  Department. 

House  Resolution  No.  28 

Control  and  private  ownership  of  professional  build- 
ings and  hospitals  was  previously  discussed  and  reported 
upon. 

PUBLIC  RELATIONS  COMMITTEE 

H - o - P - E 

The  AMA  sponsored  National  Education  Program  on 
Health  Care  for  the  Aged,  H-O-P-E,  (Health  Oppor- 
tunity Program  for  the  Elderly)  was  reviewed  and  dis- 
cussed in  detail.  Educational  ads  in  weekly  newspapers 
are  to  run  the  week  of  October  11th.  Ads  in  dailies  are 
to  run  the  weeks  of  October  11th  and  18th.  Submitted  is 
a listing  of  daily  and  weekly  publications  in  Arizona 
recommended  to  be  utilized  in  this  campaign.  The  esti- 
mated total  cost  is  $4,672.14;  the  maximum  AMA 
budget  to  be  allocated  to  Arizona  is  $3,772.02. 

It  was  moved  by  Dr.  O’Hare,  seconded  by  Dr. 
Beaton  and  unanimously  carried  that  the  AMA  Program 
HOPE  , as  outlined,  be  approved  by  this  Association. 

It  was  moved  by  Dr.  O’Hare,  seconded  by  Dr.  Beaton 
and  unanimously  carried  that  the  details  and  placing 
of  the  ads  be  handled  through  the  Central  Office  staff 
on  direction  and  approval  of  Dr.  Jarrett  as  Chairman 
of  the  Public  Relations  Committee. 

President’s  Business  Committee 

Presented  for  discussion  was  the  organization  and 
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membership  composite  of  the  National  Independent 
Committee  for  President  Johnson  and  Senator  Humphrey. 
Co-Chairmen  of  this  organization  includes  Mr.  John  T. 
Connor,  President  of  Merck  and  Co.,  Inc.  of  Rahway, 
New  Jersey. 

It  was  regularly  moved  by  Dr.  Lorenzen,  seconded  by 
Dr.  Dudley  and  unanimously  carried  that  the  Chair- 
man of  this  Board  of  Directors  forward  an  appropriate 
letter  to  the  Chairman  of  the  Board  of  Merck  and  Co., 
Inc.  expressing  the  surprise,  concern  and  confusion  of 
the  role  of  Merck  and  Company’s  President,  Mr.  John  T. 
Connors,  associate  with  the  National  Independent  Com- 
mittee for  President  Johnson  and  Senator  Humphrey 
and  that  a copy  of  the  letter  be  forwarded  to  the 
component  county  medical  societies  for  their  informa- 
tion. 

Speech  Training  Service 

STS  (Speech  Training  Service)  is  a new  program  of- 
fered by  Smith  Kline  & French  Laboratories  designed  to 
help  organizations  in  the  health  field  to  form  effective 
public  speaking  and  public  relations  programs.  It  is 
available  to  all  interested  state,  county  and  major  metro- 
politan medical  societies,  pharmaceutical  associations  and 
mental  health  departments.  SKF  provides  a training 
team  for  instruction  seminars  including  a qualified  pro- 
fessional speech  instructor  to  demonstrate  “physical  ex- 
pressiveness.” Dr.  Brewer  reviewed  this  program  in 
detail. 

It  was  regularly  moved  and  unanimously  carried  that 
the  SKF  Speech  Training  Sendee  Program  be  accepted, 
the  details  and  implementation  thereof  authorized  de- 
veloped through  the  Public  Relations  Committee. 

Community  Health  Week 

“Community  Health  Week”  will  be  observed  October 
18-24,  1964.  Its  theme  will  be  “Teaming  Up  for  Better 
Health.”  The  objective  is  to  evoke  an  awareness  and 
appreciation  among  the  public  of  its  community  health 
facilities  and  health  services,  particularly  those  developed 
over  the  years  through  cooperative  civic  and  profes- 
sional action.  Implementation  of  the  program  through 
the  component  county  medical  societies  is  recommend- 
ed. Because  of  the  pressing  time  element,  details  and 
work  kits  provided  by  AMA  have  been  supplied  the 
component  medical  societies.  It  is  suggested  that  pos- 
sibly the  Governor  and/or  Mayors  of  the  local  com- 
munities be  requested  to  declare  “Community  Health 
Week.” 

It  was  regularly  moved  and  unanimously  carried  that 
the  Board  of  Directors  approve  “Community  Health 
Week”  and  its  program  arrangements  to  be  carried 
out  through  the  component  county  medical  societies. 

MEETING  ADJOURNED  FOR  LUNCHEON  AT 
1:05  P.M. 

# # <tt 

MEETING  RECONVENED  AT  2:20  P.M.,  ALL 
MEMBERS  PRESENT  DURING  THE  MORNING  SES- 
SION WITH  THE  EXCEPTION  OF  DOCTORS 
CLOUD  AND  SMITH,  HAVING  BEEN  EXCUSED, 
RESPONDING  “AYE”  TO  THE  ROLL  CALL. 

SCIENTIFIC  ASSEMBLY  COMMITTEE 

Proposal  of  dividing  the  annual  meeting  into  two 
separate  meetings,  one  business,  the  other  scientific, 
tabled. 
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COMMUNICATIONS 

Auto  Safety  Award 

Automotive  Crash  Injury  Research  (Cornell  Aeronau- 
tical Laboratory  — Cornell  University)  awarded  third 
annual  Medical  Tribune  Auto  Safety  Award  for  “life- 
saving achievement  in  the  service  of  health.”  In  accep- 
tance of  this  coveted  award,  ACIR  recognizes  merit  due 
physicians,  among  others,  whose  voluntary  efforts  help- 
ed produce  reliable  factual  accident-injury  data  as  a 
contribution  to  progress  in  the  development  of  im- 
proved automotive  passenger  protection.  Referred  to 
ARIZONA  MEDICINE. 

AMA  House  Actions 

AMA  reports  actions  of  its  House  of  Delegates,  June 
24,  1964,  including:  (a)  unalterable  opposition  to  the 
denial  of  membership,  privileges  and  responsibilities  in 
county  medical  societies  and  state  medical  associations 
to  any  duly  licensed  physician  because  of  race,  color, 
religion,  ethnic  affiliation,  or  national  origin;  (b)  that  the 
AMA  should,  through  its  constituent  and  component 
societies,  encourage  physician  participation  and  leader- 
ship in  voluntary  local  community  planning,  and  that 
the  Association  be  committed  to  oppose  vigorously  the 
principle  of  compulsory  areawide  hospital  planning;  (c) 
expresses  approval  of  the  program  of  the  U.  S.  National 
Health  Survey  and  recommends  cooperation  by  state 
medical  associations  and  component  societies;  and  (d) 
recommendations  of  Committee  on  Communications 
adopted. 

In  this  latter  regard,  Dr.  Beaton  commented  upon  the 
report  of  Dr.  Annis,  presented  during  the  AMA  Annual 
Meeting  June  last,  wherein  he  recommends  an  increase 
in  communications  media-  possibly  to  include  a wire 
communications  system  between  AMA  headquarters  in 
Chicago  and  offices  of  state  medical  associations;  also, 
an  increase  in  AMA  dues  in  steps  to  $100.00.  Seeking 
direction  in  this  regard,  the  Board  expressed  the  view 
that  it  wishes  to  support  an  increase  in  AMA  public 
relations  work  in  the  direction  of  enlargement  or  greater 
use  of  the  AMA  National  Speakers  Bureau;  perhaps  en- 
largement and  more  efficient  use  of  the  field  service; 
however,  it  does  not  support  a teletype  installation  be- 
tween AMA  headquarters  and  those  of  the  various  state 
and  county  medical  societies. 

OTHER  BUSINESS 

VNB  Trust 

Valley  National  Bank,  in  setting  up  a “trust”  for 
a doctor  of  medicine  who  desires  to  bequest  a sum  of 
money  for  medical  student  loans,  seeks  information  as 
to  form  of  appropriate  recognition  the  Association  might 
extend  in  his  memory.  It  was  suggested  that  a special 
“medical  student  loan  memorial  fund”  could  be  estab- 
lished to  be  administered  by  the  Benevolent  and  Loan 
Fund  Committee. 

AMA  President-Elect 

Pennsylvania  Medical  Society  reports  that  its  Dele- 
gation to  AMA  will  place  James  Z.  Appel,  M.D.,  of  Lan- 
caster, Pennsylvania  in  nomination  for  the  office  of 
President-Elect  of  the  AMA  at  the  Association’s  An- 
nual Meeting  in  New  York  City  in  June,  1965.  Received. 
Federation  of  State  Medical  Boards 

The  Federation  of  State  Medical  Boards  of  the 


United  States  advises  its  Executive  Committee  is  for- 
warding a complimentary  subscription  to  the  (its)  Feder- 
ation Bulletin  to  all  officers  and  members  of  the  govern- 
ing body  of  this  Association  in  order  to  maintain  the 
closest  possible  relationship  with  the  state  medical  so- 
cieties. The  primary  purposes  of  the  Bulletin  are  to 
print  the  proceedings  of  the  Federation’s  Annual  Meet- 
ings, to  disseminate  news  of  general  interest  and  to 
publish  other  items  of  importance  such  as  accounts  of 
changes  in  medical  education  and  efforts  of  state  medi- 
cal boards  and  societies  to  help  new  physicians  in  their 
respective  states.  Received. 

ArMPAC  — Board  of  Directors 

Dr.  Steen,  Chairman,  ArMPAC  Board  of  Directors, 
seeks  approval  of  appointments  of  Charles  J.  Mehlum, 
D.D.S.  (Phoenix)  and  Charles  P.  Neumann,  M.D.  (Tuc- 
son), to  membership  on  the  ArMPAC  Board  of  Direc- 
tors. He  indicated  further  recommendations  will  be  sub- 
mitted shortly  in  the  areas  of  veterinary  and  pharmacy. 
Appointments  of  Doctors  Mehlum  and  Neumann  ap- 
proved. 

Cutter  Aviation 

Cutter  Aviation,  Inc.  (Phoenix),  in  a letter  forwarded 
to  a member  of  this  Association,  offers  a ten  per  cent 
(of  flight  revenue)  commission  on  air  ambulance  cases. 

It  was  regularly  moved  and  unanimously  carried  that 
Cutter  Aviation,  Inc.  be  advised  that  their  offer  of  a 
ten  per  cent  commission  on  air  ambulance  cases  is  con- 
sidered unethical  medical  practice;  and  that  if  such 
discounts  are  available,  they  should  be  passed  on  to  the 
patient  and  not  to  a doctor  of  medicine. 

KLM  Royal  Dutch  Airlines 

Dr.  Brewer  reported  that  a Mr.  Kon  P.  Erenprais, 
District  Sales  Representative  of  KLM  Royal  Dutch  Air- 
lines proposed  that  if  this  Association  sponsored  a 
group  tour  to  Europe,  approximating  thirty  or  more 
individuals,  it  is  authorized  to  invest  five  percent  of  the 
airline  revenue  in  advertising  which  would  be  inserted 
in  ARIZONA  MEDICINE.  Full  fare  and  expenses  for 
two  people  (the  organizer  of  the  group)  can  also  be  pro- 
vided. Received. 

People  to  People 

Joel  C.  Kimball,  Director  of  International  Travel  Pro- 
gram, advises  Arizona  has  been  selected  to  provide  an 
exclusive  medical  leaders  delegation  to  visit  the  coun- 
tries in  South  America  during  1965  as  a special  People- 
to-people  project.  Duration  of  mission  twenty-four  days 
— cost  per  delegate  estimated  at  $1,668.00  — fifteen  to 
thirty  members  desired. 

It  was  regularly  moved  and  unanimously  carried  that 
the  People-to-People  correspondence  be  received  for 
informational  purposes  and  acknowledged. 

Norman  Welch,  M.D. 

Dr.  Brewer  reported  the  untimely  passing  of  Norman 
A.  Welch,  M.D.,  President  of  the  American  Medical 
Association,  stating  that  he  had,  as  President  of  this 
Association,  communicated  with  Mrs.  Welch  expressing 
deepest  condolences  and  sympathy.  Received  and  action 
approved. 

MEETING  ADJOURNED  AT  3:55  P.M. 

Charles  E.  Henderson,  M.D. 

Secretary 
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YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

Approved  and  Recommended  by 
Your  Insurance  Committee  and 
Board  of  Directors 


☆ ☆ ☆ 


A Program  Designed  For 
The  Members  Of 

THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

By  The 

NATIONAL  CASUALTY  COMPANY 
OF  DETROIT 


☆ ☆ ☆ 


For  Complete  Information 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  - AMherst  6-2403 


PIMA  COUNTY  REPRESENTATIVE 

RONALD  DEITRICH 

19  North  Tyndall  — MAin  2-1567 


Baptist  Medical  Center 


HOSPITAL  MEDICAL 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 

Adjoining  Scottsdale  Baptist  Hospital 

FAMILY  DOCTOR 

John  A.  Martin  III,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

George  H.  Mertz,  M.D. 

Jack  O.  McFarland,  M.D. 

GENERAL  SURGERY  - CANCER 
Herbert  N.  Munhall,  M.D. 

INTERNAL  MEDICINE  & CARDIOLOGY 
John  F.  Currin,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Roy  O.  Young,  M.D. 

OPHTHALMOLOGY 

Peter  S.  Sykovvski,  M.D.,  F.A.C.S. 

ORAL  SURGERY 

Ralph  G.  Peterson,  D.D.S. 

ORTHODONTIST 

James  C.  Toye,  D.D.S. 

ORTHOPEDIC  SURGERY 
Edward  E.  Conn,  M.D. 

Willard  S.  Hunter,  M.D. 

PATHOLOGY 

Thomas  B.  Jarvis,  M.D. 

Fred  C.  Schoene,  M.D. 

PEDIATRICS 

Carl  A.  Holmes,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

PLASTIC  SURGERY 
Morris  Barton,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Joseph  Baranowski,  Counseling  and  Guidance 
Jeff  Blake,  Scottsdale  Dental  Lab 
Jean  Hoffman,  Reg.  Physical  Therapist 
Pharmacy 

Scottsdale  Opticians 

Now  Leasing  — Immediate  Occupancy 
Call  Mr.  Thorner  or  Mrs.  Duecy 
947-5441  - 946-9091 

CR  4-1289  or  945-6694 
(After  6 p.m.) 
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“If  food  makes  him  feel  good,  it  is  not  at  all  surprising  that  he 
will  turn  to  it  when  times  are  tough,  and  his  tension  mounts.”1 


ESKATRQ JL>  Trademark 


Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and 
Compazine®  (brand  of  prochlorperazine), 
7.5  mg.,  as  the  maleate. 

SPANSULE® 

brand  of  sustained  release  capsules 


controls  appetite  all  day  long 
with  a single  morning  dose 

relieves  the  emotional  stress 
that  causes  overeating 


Brief  Summary  of  Principal  Side  Effects,  Cautions  and  Contraindications 

Side  effects  (chiefly  nervousness  and  insomnia)  are  infrequent,  and  usually  mild  and  transitory. 

Cautions:  ‘Eskatrol’  Spansule  capsules  should  be  used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or  extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or  neuromuscular  reactions  (extrapyramidal  symptoms) 
from  the  phenothiazine  component  in  ‘Eskatrol’  Spansule  capsules. 

Contraindications:  Hyperexcitability,  hyperthyroidism. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Supplied:  Bottles  of  50  capsules. 

1 . Dorfman,  W.,  and  Johnson,  D.:  Overweight  Is  Curable,  New  York,  The  Macmillan  Company,  1948,  p.  16. 

Smith  Kline  & French  Laboratories 
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New 

Orange  Flavored 
Bayer  Aspirin  for  Children 
is  sweet 

all  the  way  through, 
so  children 
take  it  readily. 

The  GRIP-TIGHT  CAP 
on  the  bottle 
helps  keep  them 
from  taking  it 
on  their  own. 

Bottles  of  50  tablets 
(VA  grains  each) 

NOW! 

NEW  ORANGE  FLAVOR! 


We  will  be  pleased  to  send 
professional  samples  on  request. 


ptk 


HOW 
TO 

W^WIN 

FRIENDS.. 


THE  BAYER  COMPANY 

Division  of  Sterling  Drug  Inc.,  D 1 1 2 
90  Park  Avenue,  New  York,  N.  Y.  10016 
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brand  of  phenylbutazone 
Tablets  of  100  mg. 


Butazolidiri 


Butazolidiri 

alka 


Each  capsule  contains: 
phenylbutazone,  100  mg. 
dried  aluminum 
hydroxide  gel,  100  mg. 
magnesium 

trisilicate,  150  mg. 

homatropine 
methylbromide,  1.25  mg. 


It  works! 


Proved  by  over  a decade 
of  clinical  experience. 


Geigy  Pharmaceuticals 
Division  of  Geigy 
Chemical  Corporation 
Ardsley,  New  York 


PYLOROSPASM  . BILIARY  DYSKINESIA  • PANCREATITIS  • URETERAL  AND  URINARY  BLADDER  SPASM  . GASTRITIS 


PEPTIC  ULCER  • FUNCTIONAL  HYPERMOTILITY  . IRRITABLE  COLON 


PRO-BANTHiNE  (propantheline  bromide)  Assures  Authoritative 
Anticholinergic  Control  in  Gastrointestinal  Dysfunctions 


The  clear  and  consistent  therapeutic  benefits 
of  Pro-Banthlne  (propantheline  bromide)  have 
made  it  the  preferred  anticholinergic  for  the 
past  decade. 

During  that  time,  many  compounds  have 
been  developed  and  proposed  as  alternatives. 
In  the  appraisal  of  Roach1  “. . . few,  if  any,  have 
seemed  to  offer  a distinct  improvement, . . .” 

Early  investigations  showed  that  Pro- 
Banthlne  (propantheline  bromide)  reduces  mo- 
tility and  acid  secretion  and  may  be  used  in  a 
wide  range  of  dosage,  to  bring  prompt,  positive 
anticholinergic  benefits  to  patients  with  peptic 
ulcer,  spastic  colon,  pylorospasm  and  related 
gastrointestinal  dysfunctions. 

Recent  evaluations  sustain  these  earlier 
judgments.  In  a current  authoritative  assess- 
ment based  mainly  on  die  factors  of  potency, 
superiority  to  atropine,  clinical  experience  and 
physiologic  study,  Steinberg  and  Almy-  select 
as  the  first  two  preferred  anticholinergic  drugs, 
methantheline  [Banthlne]  and  propantheline 
[Pro-Banthlne], 


The  name  Pro-Banthlne  (propantheline  bro- 
mide) sets  a stamp  of  therapeutic  authority  on 
any  anticholinergic  prescription. 

Side  Effects  and  Precautions— Urinary  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically, 
a curare-like  action  may  occur.  The  drug  is  con- 
traindicated in  patients  with  glaucoma  or 
severe  cardiac  disease. 

Dosage— The  usual  adult  dosage  is  one  tablet 
of  15  mg.  with  meals  and  two  at  bedtime; 
this  amount  may  be  doubled  or  tripled  for  pa- 
tients with  severe  conditions.  Pro-Banthlne 
(brand  of  propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

SEARLE 

Chicago,  Illinois  60680 

Research  in  the  Service  of  Medicine 

1.  Roach,  T.  C.:  Therapy  of  Peptic  Ulcer,  J.  Louisiana  Med.  Soc. 
115:136-139  (April)  i963. 

2.  Steinberg,  H.,  and  Almy,  T.  P.,  Drugs  for  Gastrointestinal  Dis- 
turbances, Chapter  21,  in  Modell.W.  (editor):  Drugs  of  Choice 
-1964-1965,  St.  Louis,  The  C.  V.  Mosby  Company,  1964, 
p.  343. 
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Yeur  patient 
doesn’t  have 
to  be  in 
the  Masters 
to  get  sprains 
and  strains 

Regardless  of  the  etiology 
of  muscle  sprain  or  strain, 
‘SOMA’  COMPOUND 
helps  relieve  pain  and  relax 
muscle.  Patient  comfort 
can  be  increased  and 
recovery  time  shortened. 


Soma  Compound 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 


rational  combination  therapy  for  sprains  and  strains:  relaxes  muscle,  relieves 
pain.  Also  available  with  lA  gr.  codeine  as  ‘SOMA’  COMPOUND  with  CODEINE: 
carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg.,  codeine  phos- 
phate 16  mg.  (Warning:  may  be  habit-forming.) 

BRIEF  SUMMARY 

‘SOMA’  COMPOUND;  ‘SOMA’  COMPOUND  plus  CODEINE:  carisoprodol,  acetophenetidin,  caffeine,  codeine 
phosphate.  Warning:  Codeine  may  be  habit-forming.  Indications:  ‘Soma’  Compound  and  ‘Soma’ 
Compound  with  Codeine  are  indicated  for  relief  of  pain  and  stiffness  in  traumatic,  rheumatic  and  other 
similar  conditions.  Contraindications:  Allergic  or  idiosyncratic  reactions  to  carisoprodol  or  codeine. 
Precautions:  Acetophenetidin- May  damage  the  kidneys  when  used  in  large  amounts  or  for  long  periods. 
Codeine— Should  be  used  with  caution  in  addiction-prone  individuals.  Carisoprodol- Like  other  central 
nervous  system  depressants,  should  be  used  with  caution  in  patients  with  known  propensity  for  taking 
excessive  quantities  of  drugs  and  in  patients  with  known  sensitivity  to  compounds  of  similar  chemical 
structure,  e.g.,  meprobamate.  Side  effects:  Codeine— Nausea,  vomiting,  constipation,  and  miosis.  Cari- 
soprodol— The  only  side  effect  reported  with  any  frequency  is  drowsiness,  usually  on  higher  than  recom- 
mended doses.  One  instance  each  of  pancytopenia  and  leukopenia  occurring  when  carisoprodol  was 
administered  with  other  drugs  has  been  reported  as  has  an  instance  of  fixed  drug  eruption  with  cariso- 
prodol and  subsequent  cross-reaction  to  meprobamate.  Rare  al'lergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild  shock  and  angioneurotic  edema  with  respiratory  diffi- 
culty, both  reversed  with  appropriate  therapy.  Other  rarely  observed  reactions  have  included  dizziness, 
ataxia,  agitation,  increase  in  eosinophil  count,  and  gastrointestinal  symptoms.  Massive  overdosage  may 
produce  coma  and/or  mild  shock  and  respiratory  depression.  Dosage:  ‘Soma’  Compound  and  ‘Soma’  Com- 
pound with  Codeine,  one  or  two  tablets  three  times  daily  and  at  bedtime.  Supplied:  ‘Soma’  Compound, 
orange  tablets,  each  containing  carisoprodol  200  mg.,  acetophenetidin  160  mg.,  and  caffeine  32  mg. 
‘Soma’  Compound  with  Codeine,  white,  lozenge-shaped  tablets,  each  containing  carisoprodol  200  mg., 
acetophenetidin  160  mg.,  caffeine  32  mg.,  and  codeine  phosphate  16  mg.  Narcotic  order  form  required. 
Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES 
\V/,  C ran  bury,  N.  J. 
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tuberculin; tine test 

(Rosenthal)  Lederle 


TAKE5 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWAB  THEARM- 
UIVCAPA  TINE  TEST- 
PRESS-DISCARD 
THA  TSALL 
THERE  IS  TO  IT. 

Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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and  it’s  not  a once-over-lightly  one,  either. 
All  rubber  stoppers  used  in  Lilly  ampoules  are 
scrupulously  cleaned  with  a detergent  and  hot 
deionized  water  in  a special  washing  machine 
; the  one  pictured  above.  This  removes  any 
sn  matter  adhering  to  them.  Then  the 
-hoppers  are  autoclaved  at  120°  to  121  °C.  for 


one  hour.  They  are  now  clean,  sterile,  and 
ready  for  use.  In  case  the  stoppers  are  not 
used  within  seventy-two  hours,  they  are  re- 
turned for  resterilization.  □ This  meticulous 
process  is  only  one  of  the  many  safeguards 
to  insure  the  quality  of  the  finished  product 
and  to  protect  the  ultimate  user. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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by  Lee  B.  Brown,  M.D. 


Iliofemoral  Venous 
Thrombosis 


Diagnosis  and  surgical  treatment  of  iliofemoral  venous  thrombosis  is  dis- 
cussed in  this  concise  article. 


Definitions 

Iliofemoral  venous  thrombosis  is  the  formation 
of  thrombus  in  the  iliac  and  femoral  venous 
systems.  It  is  characterized  clinically  by  a sudden 
onset,  aching  pain  in  the  lower  extremity,  swell- 
ing of  both  the  thigh  and  leg,  tenderness  over  the 
iliac  and  femoral  veins,  cyanosis  of  the  leg  and 
foot,  and  the  variable  presence  of  arterial  spasm. 
The  process  is  usually  unilateral,  and  the  left 
leg  is  involved  more  frequently  than  the  right.  It 
is  associated  with  a low  but  definite  incidence 
of  pulmonary  embolism.  Recovery  is  slow  and 
exacterbations  of  the  disease  are  frequent. 

A frequent  and  feared  sequela  of  the  disease 
is  the  so-called  postphlebitic  syndrome,  or  the 
syndrome  of  chronic  venous  insufficiency.  The 
postphlebitic  syndrome  consists  of  recurrent  epi- 
sodes of  thrombophlebitis,  chronic  inflammatory 
changes  and  fibrosis  of  the  skin  and  soft  tissues, 
pigmentation  of  the  skin,  and  ulcerations  of  the 
skin.  The  postphlebitic  syndrome  constitutes  a 
serious  and  permanent  disability  of  the  lower  ex- 
tremity to  a greater  or  lesser  degree8. 

Massive  iliofemoral  venous  thrombosis,  phleg- 
masia alba  dolens  (milk  leg),  phlegmasia  cerulea 
clolens  (blue  phlebitis)  are  synonymous  terms, 
and  their  common  clinical  and  pathological  de- 
nominator is  thrombosis  of  the  iliac  and  femoral 
venous  systems.  Phlegmasia  cerulea  dolen  is  a 

Dr.  Brown  has  offices  at  1130  East  McDowell  Road,  Phoenix, 
Arizona. 


particularly  severe  form  of  the  disease  charac- 
terized by  extreme  pain,  marked  cyanosis,  arte- 
rial spasm  which  may  be  extreme,  gangrene,  and 
a high  morbidity  and  mortality6'14.  Suppurative 
iliofemoral  venous  thrombosis  is  usually  a com- 
plication of  pelvic  sepsis,  and  is  an  almost  un- 
known form  of  the  disease  at  the  present  time. 
The  morbidity  and  mortality  are  great. 

Introduction 

Clinical  and  pathologic  characteristics  of  ilio- 
femoral venous  thrombosis  have  been  recognized 
for  many  year':.  Davis  described  the  disease  very 
well  in  1923,  and  he  coined  the  term,  “phlegmasia 
alba  dolens  puerperarum ”.  The  term  “milk  leg  ’ 
is  said  to  have  originated  with  Puzos  in  17591. 

Fontaine  stated  that  Leriche  was  the  first  to 
employ  thrombectomy  without  venous  ligation 
in  the  treatment  of  this  disease5.  Lawen  perform- 
ed iliofemoral  thrombectomy  in  three  cases  in 
193712.  Mahorner13  introduced  thrombectomy  in 
this  country  in  1954.  Fontaine5,  Mahorner  et 
al12'13,  DeWeese  et  al3,  Haller7’8  and  others  have 
reported  sizeable  numbers  of  cases  treated  by 
thrombectomy  for  iliofemoral  venous  thrombosis. 
The  results  have  generally  been  very  satisfac- 
tory. 

Pathologic  Considerations 

The  cause  of  venous  thrombosis  is  far  from 
settled.  A primary  inflammatory  lesion  in  the 
vein  wall  with  resulting  thrombosis  and  a hyper- 
coagulable  state  of  the  blood  with  resulting 
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thrombosis  have  both  been  advanced  as  general 
theories  Operative  trauma,  the  trauma  of  child- 
birth, sepsis  adjacent  to  a vein,  chemical  irritants 
introduced  by  venoclysis,  stagnation  of  the  blood 
resulting  from  a variety  of  clinical  situations, 
pelvic  tumor,  and  pre-existing  abnormalities  of 
the  veins  have  all  been  suggested  to  explain 
venous  thrombosis.  The  fact  remains,  however, 
that  thrombosis  develops  in  healthy  subjects  in 
the  absence  of  any  clearly  demonstrable  predis- 
posing cause1'1041. 

Since  the  early  work  of  Homans11,  support- 
ed by  the  work  of  Bauer2,  it  has  been 
thought  that  most  instances  of  venous  throm- 
bosis of  the  lower  extremities  originate  in  the 
calf  veins.  It  is  well  known  that  venous  throm- 
bosis originating  in  the  calf  veins  may  extend  to 
involve  the  proximal  venous  system  and  even  the 
iliac  system.  There  is  good  reason  to  believe,  how- 
ever, that  iliofemoral  venous  thrombosis  origi- 
nates in  the  iliac  system  frequently,  and  extends 
retrograde  into  the  femoral  system.  This  view  is 
supported  by  clinical  finding  and  venograms 
taken  early  in  the  disease3'4'7'8. 

Clinical  Findings 

The  clinical  picture  of  iliofemoral  venous 
thrombosis  is  quite  characteristic.  Pain  may  be 
experienced  in  the  lower  quadrant  of  the  abdo- 
men, the  inguinal  region,  or  the  buttock.  An 
agonizing,  aching  pain  in  the  affected  lower  ex- 
tremity is  quickly  followed  by  massive  swelling 
of  the  thigh  and  leg,  and  pain  increases  quickly. 
The  sudden  onset  and  the  rapid  development  of 
the  full  clinical  picture,  in  a matter  of  a few 
hours,  are  striking. 

The  affected  extremity  is  greatly  swollen,  of- 
ten three  to  six  inches  larger  than  its  mate.  It  is 
important  to  note  that  both  thigh  and  leg  are 
swollen.  The  soft  tissues  of  the  buttock  and 
lower  abdomen  may  also  be  involved  as  the 
condition  progresses.  There  is  tenderness  over 
the  fossa  ovalis,  along  the  femoral  vein  in  the 
thigh,  and  very  often  in  the  lower  quadrant.  The 
extremity  is  diffusely  tender  as  a result  of  the 
tenseness  of  the  integument.  The  veins  may  be 
A tended.  Cyanosis  of  the  leg  and  foot  are  com- 
ely noted.  There  may  be  evidence  of  arterial 
y e n.  The  temperature  of  the  skin  is  variable, 
t i t i very  often  the  same  as  the  mate  or  slightly 
increased,  dwelling  of  the  thigh  and  leg  and  ten- 
derness over  the  femoral  vein  are  the  invariable 
findings. 


Differential  Diagnosis 

Thrombophlebitis  of  the  saphenous,  deep  fem- 
oral system,  lymphangitis  with  cellulitis,  and 
acute  arterial  spasm  occasionally  may  need  to  be 
considered  in  the  differential  diagnosis. 

Saphenous  thrombophlebitis  can  be  readily 
distinguished.  The  thrombosed  saphenous  vein 
is  readily  palpable,  rarely  is  the  thigh  swollen, 
edema  is  never  so  severe,  and  superficial  inflam- 
matory changes  are  present. 

The  intense  inflammatory  changes  associated 
with  lymphangitis  and  cellulitis,  high  fever  and 
chills,  and  frequent  prostration  distinguish  this 
condition.  Edema  of  the  leg  may  be  consider- 
able but  is  always  paralleled  by  the  degree  of 
superficial  inflammatory  change. 

Acute  arterial  occlusion  should  never  be  a 
problem  in  differential  diagnosis.  There  is  no 
edema,  and  this  alone  is  sufficient  to  make  a 
rapid  distinction  from  iliofemoral  venous  throm- 
bosis. In  acute  arterial  occlusion,  the  foot  is  pale, 
cadaverous,  and  cold.  There  is  mottled  cyanosis, 
and  sensory  and  motor  changes  are  early  found. 

Typical  thrombophlebitis  of  the  deep  femoral 
system  is  infrequently  associated  with  significant 
swelling  of  the  thigh  and,  although  tenderness 
may  be  felt  above  the  knee  along  the  course  of 
the  deep  femoral  vein,  and  in  the  popliteal  fossa. 
Tenderness  is  rarely  present  in  the  fossa  ovalis. 
When  deep  femoral  thrombophlebitis,  originat- 
ing in  the  calf  veins,  extends  to  involve  the  prox- 
imal deep  femoral  system,  and  even  the  iliac  sys- 
tem, it  may  be  difficult  or  impossible  to  distin- 
guish from  primary  iliofemoral  venous  throm- 
bosis. In  any  event,  the  distinction  is  not  of  great 
moment  because  the  treatment  is  exactly  the 
same. 

Venography 

Iliofemoral  venography  is  a simple  procedure 
and  can  give  useful  information.  It  is  not  neces- 
sary to  do  venography  in  the  average  patient. 

The  patient  is  placed  on  the  X-ray  table  and 
tilted  45°  toward  the  upright.  A tourniquet  is 
applied  immediately  above  the  ankle  to  occlude 
the  superficial  veins.  Forty  to  fifty  cc.  of  a suit- 
able contrast  medium  (50%  Hypaque,  Renovist, 
Angio  Conray ) is  injected  into  a foot  vein  quick- 
ly ( V2  to  1 minute).  With  the  tourniquet  still  ap- 
plied, the  patient  is  asked  to  rise  up  on  the  toes 
of  his  feet  six  times.  This  forces  the  dye  into  the 
deep  venous  system.  Fluoroscopy  is  helpful  in 
following  the  head  of  the  dye  column.  Films 
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taken  at  Vz  minute,  1 minute,  2 minutes,  3 min- 
utes, and  5 minutes  are  usually  suitable3,8. 

Treatment 

One  can  elect  operative  or  non-operative  treat- 
ment. 

Non-operative  treatment  consists  of  bed  rest, 
elevation  of  the  extremity,  anticoagulants,  throm- 
bolytic agents,  and  elastic  support  to  the  extrem- 
ity when  ambulation  is  commenced.  Recovery  is 
frequently  slow  and  incomplete.  Development  of 
the  postphlebitic  syndrome  is  fairly  frequent. 
One  is  then  faced  with  a chronic  condition  and 
its  treatment  is  likely  to  be  disappointing. 

Operative  treatment  consists  of  iliofemoral 
thrombectomy  in  combination  with  anticoagulant 
therapy,  bed  rest,  and  elastic  support  to  the  ex- 
tremity when  the  patient  becomes  ambulatory. 
Ambulation  can  usually  be  started  at  a much 
earlier  date  as  a rule.  The  treatment  is  generally 
much  more  satisfactory. 

Anticoagulant  therapy  in  either  instance  should 
be  continued  for  a minimum  of  two  months  on 
empirical  grounds. 

If  the  disease  is  acute,  within  48  to  72  hours  of 
onset,  iliofemoral  thrombectomy  can  usually  be 
performed  with  the  expectation  of  good  results. 

If  the  disease  is  more  than  seven  to  ten  days 
duration,  the  result  of  iliofemoral  thrombectomy 
will  be  less  than  satisfactory  or  unsatisfactory. 
It  is  doubtful  if  the  operation  should  be  offered 
to  patients  with  long  duration  of  the  disease. 

Technique  of  Iliofemoral  Thrombectomy 

The  entire  affected  lower  extremity,  lower 
abdomen,  pubes  and  genitalia  are  prepared  and 
draped.  A stockinette  is  applied  to  the  entire 
lower  extremity  so  that  it  may  be  manipulated. 

Epidural  anesthesia,  or  local  anesthesia  supple- 
mented with  general  anesthesia  are  preferable. 

An  oblique  incision  is  made  one  finger-breadth 
below  the  inguinal  fold  and  centered  over  the 
femoral  artery.  The  common  femoral,  deep  fe- 
moral, superficial  femoral,  and  saphenous  veins 
are  encircled  with  rubber  drains  or  tapes. 

The  deep  veins  are  tremendously  enlarged, 
tense,  and  often  rubbery.  There  is  great  edema 
of  the  tissues  and  considerable  weeping  of  watery 
fluid. 

The  patient  is  heparinized. 

The  first  step  is  the  removal  of  the  thrombus 
from  the  iliac  and  common  femoral  veins.  At 
this  point  it  is  desirable  that  the  patient  be 
awake  so  that  he  may  strain  down  and  thereby 
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assist  in  the  expulsion  of  the  thrombus  from  the 
iliac  and  femoral  veins.  Abdominal  pressure  may 
be  applied  by  the  operator  manually  for  the 
same  reason.  A venotomy  is  made  in  the  distal 
common  femoral  vein.  Current  jelly  thrombus 
immediately  begins  to  extrude  itself.  When  the 
patient  strains,  or  when  pressure  is  applied  to 
the  abdomen,  the  proximal  thrombus  is  very 
often  completely  extruded.  The  complete  extru- 
sion of  the  thrombus  is  followed  by  a free  gush 
of  blood  and  good  back  bleeding. 

If  the  thrombus  is  not  so  removed,  as  indicated 
by  the  lack  of  free  back  bleeding,  other  maneu- 
vers can  be  effectively  used.  A long  clamp  (ute- 
rine packing  clamp)  can  be  cautiously  introduced 
proximally  and  the  thrombus  extracted.  A thin- 
walled  (No.  20  or  No.  24  French)  catheter  can 
be  introduced  into  the  iliac  vein  with  suction 
applied  and  thrombus  removed.  Rarely  is  it 
necessary  to  expose  the  vena  cava  and  iliac  veins 
through  a right  extraperitoneal  approach.  In  any 
event,  every  effort  should  be  made  to  remove  the 
thrombus  completely. 

There  are  one  or  two  points  which  should  be 
made  at  this  time.  Rack  bleeding  may  be  scanty 
because  of  a competent  valve  in  the  distal  iliac. 
Introducing  and  gently  spreading  a clamp  to 
open  the  valve  may  prove  the  point.  If  a catheter 
is  introduced,  it  may  impinge  on  the  promontory 
of  the  sacrum  and  present  an  impassable  ob- 
struction. Occasionally  with  manipulation  it  is 
possible  to  overcome  this.  This  is  particularly 
true  on  the  left  side. 

With  the  complete  removal  of  the  thrombus 
from  the  iliac  and  common  femoral  veins,  atten- 
tion is  directed  to  the  distal  femoral  system.  Epi- 
dural anesthesia  or  the  addition  of  general  anes- 
thesia to  local  anesthesia  is  desirable  at  this 
point.  Firm  squeezing  and  stroking  upward  of 
the  calf  and  thigh  may  extrude  the  thrombus. 
The  very  firm  application  of  a rubber  bandage 
( Martin ) is  often  very  helpful.  Suction  catheters 
may  be  needed  to  extract  the  thrombus.  One 
should  be  sure  that  the  superficial  femoral,  deep 
femoral  and  even  the  saphenous  veins  are  free  of 
thrombus  as  indicated  by  brisk  back  bleeding. 
They  should  be  tested  separately.  Once  again, 
every  effort  should  be  made  to  remove  all  throm- 
bus material. 

The  danger  of  embolism  with  this  procedure 
has  been  raised  a number  of  times.  This  was 
earlier  a major  concern.  It  has  been  shown  that 
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with  the  technique  described,  embolization  is 
rare  or  unheard  of3.  This  is  in  a sense  sur- 
prising. Actually,  since  there  is  little  return  of 
the  venous  blood  from  the  affected  extremity,  the 
pressure  in  the  vena  cava  tends  to  extrude  the 
thrombus,  and  back  bleeding  is  to  be  expected. 
It  is  very  much  the  same  as  if  one  put  a rent  in 
the  side  of  the  vena  cava.  Nevertheless,  the  oper- 
ation should  be  conducted  with  this  hazard  in 
mind.  As  noted  previously,  catheters  should  be 
advanced  on  suction  into  the  femoral  and  iliac 
veins. 

The  steps  of  the  operative  procedure  are  illus- 
trated in  Figure  1 and  explained  in  the  accom- 
panying legend. 

The  results  of  the  procedure  can  be  predicted 
very  closely  at  the  operating  table.  If  the  throm- 
bus has  been  completely  removed,  as  indicated 
by  good  back  bleeding,  the  result  will  be  very 
good.  Failing  in  this,  the  results  will  be  variously 
compromised. 

The  wound  is  closed.  A small  drain  is  left  in 
place  if  need  be,  and  firm  elastic  support  is  ap- 
plied. 

Postoperative  Course  and  Care 

If  the  thrombectomy  has  been  successful,  there 
is  dramatic  subsidence  of  edema  and  pain  in  a 
twelve  to  twenty-four  period. 

Anticoagulation  with  intravenous  heparin  is 
continued  for  three  to  five  days  and  then  Cou- 
madin is  used. 

If  it  is  believed  that  thrombectomy  is  incom- 
plete, thrombolytic  agents  may  be  employed. 

Bed  rest  is  continued  empirically  for  five  days, 
or  until  the  edema  has  completely  subsided  or 
almost  so. 

Ambulation  is  begun  with  firm  elastic  supports 
when  the  patient  is  edema  free,  or  essentially  so. 

Results  of  Treatment 

As  mentioned  previously,  the  principal  factor 
which  determines  the  result  of  treatment  is  the 
completeness  of  the  thrombectomy.  If  the  disease 
is  less  than  48  to  72  hours  duration,  and  if  the 
operative  technique  is  adequate,  complete  throm- 
bectomy is  the  rule.  If  the  disease  is  longer  du- 
ration, or  seven  days  or  more,  complete  throm- 

ectomy  is  difficult  and  the  results  less  than 
satisfactory. 

vTu  experience  coincides  with  that  of  others. 
The  re  suits  of  iliofemoral  thrombectomy  are  very 
satisfactory  under  suitable  conditions.  Approxi- 
mately 75%  of  the  patients  will  have  excellent 


results,  and  under  less  favorable  circumstances, 
the  results  are  variable3'4’7'8'12,13. 

Case  Reports 

Case  1.  Patient:  C.  L.  This  50  year  old  lady 
awoke  in  the  early  morning  with  severe  pain  in 
the  entire  left  lower  extremity.  Her  left  leg  be- 
came rapidly  swollen  over  a period  of  three  hours 
and  the  pain  became  more  intense.  Her  health 
was,  in  general,  excellent  although  she  had  suf- 
fered an  injury  to  the  left  knee  of  minor  conse- 
quence some  three  weeks  prior  to  the  onset  of 
the  present  illness.  There  was  no  history  to  sug- 
gest pulmonary  embolism.  She  had  had  no  diffi- 
culty with  her  right  lower  extremity.  There  was 
no  history  of  previous  phlebitis. 

On  examination  the  left  lower  extremity  was 
greatlv  swollen.  The  left  leg,  at  the  level  of  the 
calf,  was  three  and  one-half  inches  larger  than 
the  mate  and  five  inches  larger  at  the  level  of  the 
thigh.  The  leg  was  tender  throughout.  The  tem- 
perature of  the  leg  was  the  same  as  the  opposite 
side.  There  was  tenderness  along  the  deep  femo- 
ral vein,  in  the  fossa  ovalis,  and  in  the  left  lower 
quadrant.  The  arterial  pulsations  were  present 
and  normal,  but  the  foot  pulses  were  difficult 
to  feel  because  of  the  edema.  The  right  lower 
extremity  was  normal.  The  remainder  of  the 
examination  was  not  remarkable. 

The  patient  was  operated  upon  some  six  hours 
after  the  onset  of  her  disease.  The  technique 
described  in  the  text  was  employed.  Tremendous 
amounts  of  thrombus  material  were  removed 
from  the  iliac  and  femoral  veins.  A good  throm- 
bectomy resulted. 

Her  postoperative  course  was  excellent.  There 
was  rapid  subsidence  of  the  edema  and  the  pain 
over  a six  hour  period.  The  day  following  the 
operation,  the  left  leg  was  two  inches  smaller  at 
the  level  of  the  calf  and  three  inches  smaller  at 
the  level  of  the  thigh.  On  the  third  postoperative 
day,  the  two  extremities  were  exactly  the  same 
size.  The  patient  was  heparinized  on  the  operat- 
ing table  and  this  was  continued  for  a period  of 
five  days,  at  which  time  Coumaid  was  instituted. 

Her  later  postoperative  course  was  quite  satis- 
factory. In  two  weeks  she  was  fully  ambulatory 
and  had  resumed  her  usual  activities.  She  was 
continued  on  Coumadin  for  a period  of  three 
months  and  elastic  supports  were  applied  for  a 
period  of  six  weeks,  at  which  time  they  were 
slowly  removed.  Her  only  complaint  was  occa- 
sional discomfort  in  her  calf. 
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C.  Indicates  the  use  of  suction  and  a clamp  to  extract  the  proxi- 
mal thrombus  should  it  fail  to  come  forth  spontaneously. 


D.  Illustrates  the  removal  of  thrombus  from  the  superficial  fem- 
oral and  the  profunda  branches  by  means  of  suction  catheters. 


B.  Illustrates  the  anatomy  of  the  distal  common  femoral  vein  with 
spontaneous  ejection  of  the  proximal  thrombus.  The  saphen- 
ous, superficial  femoral  and  profunda  veins  are  occluded  with 
tapes. 


E.  Shows  the  use  of  a Martin  bandage  applied  from  the  foot  to 
the  groin  for  the  purpose  of  squeezing  the  thrombus  from  the 
distal  veins,  namely  the  superficial  femoral  and  the  profunda. 
Emphasis  has  been  placed  in  the  text  on  the  complete  removal 
of  thrombus  material  from  the  common  femoral  and  iliac  and 
from  the  superficial  femoral  and  the  profunda.  Finally,  the 
saphenous  vein  should  not  be  overlooked  as  a source  of  throm- 
bus material. 


Comment:  The  characteristic  clinical  features 
of  the  illness  are  illustrated  by  this  case.  It 
should  be  noted  that  the  edema  involved  the 
entire  left  lower  extremity  from  the  toes  to  the 
inguinal  ligament.  Edema  was  massive  and  pain 
was  severe.  The  left  lower  extremity  is  involved 
much  more  frequently  than  is  the  right.  The 
condition  is  not  frequently  bilateral.  The  rapid 
improvment  following  a thrombectomy  is  typical. 

Case  2.  Patient:  F.  A.  This  38  year  old  man 
underwent  an  abdominal  operation  for  the  re- 
moval of  a retroperitoneal  malignancy.  The  path- 
ologic findings  were  consistent  with  a sarcoma, 
but  the  exact  type  had  not  been  determined.  In 
the  course  of  the  removal  of  this  tumor,  a rent 
had  been  made  in  the  vena  cava  which  was  su- 
tured. The  patient  made  an  uneventful  recover) 
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from  the  abdominal  procedure.  Prior  to  leaving 
the  hospital , he  did  notice  some  discomfort  in  his 
calf  and  very  slight  swelling  of  his  right  foot.  He 
returned  to  the  hospital  some  15  days  after  the 
date  of  operation,  stating  that  he  had  developed 
a massive  swelling  of  both  legs  five  days  previ- 
ously. The  remainder  of  the  history  was  not 
pertinent.  There  was  no  history  of  pulmonary 
embolism. 

On  examination  he  was  a well  developed,  well 
nourished  man  who  was  having  considerable 
pain  in  his  legs.  He  required  large  doses  of  nar- 
cotics for  the  control  of  pain.  There  was  massive 
edema  of  both  lower  extremities  and  even  some 
edema  of  the  soft  tissues  of  the  lower  abdomen 
and  the  buttocks.  The  skin  of  the  lower  extremi- 
ties was  tense  and  shiny.  There  was  cyanosis  of 
both  feet,  but  it  was  very  slight.  The  veins  were 
not  visible.  Arterial  pulsations  could  not  be  felt 
below  the  level  of  the  femoral  arteries  because 
of  the  massive  swelling.  There  was  tenderness  in 
both  fossa  ovalis,  in  both  lower  quadrants,  and 
along  the  deep  femoral  venous  system.  The  skin 
and  soft  tissues  were  tender  everywhere. 

Notwithstanding  the  fact  that  this  patient's 
illness  commenced  at  least  five  days  prior  to  the 
examination  described  above,  iliofemoral  throm- 
bectomy was  advised.  The  procedure  was  carried 
out  as  described  in  the  text,  on  both  sides.  It  was 
necessary  to  approach  the  vena  cava  through  an 
extraperitoneal  approach  to  remove  the  thrombus 
from  the  distal  vena  cava  and  both  iliac  veins.  A 
good  thrombectomy  was  obtained. 

The  patient’s  postoperative  course  was  striking. 
There  was  a rapid  subsidence  of  the  edema  and 
pain  of  the  lower  extremities  over  a period  of  24 
hours.  On  the  4th  postoperative  day,  his  extremi- 
ties had  returned  to  normal.  The  calves  were  four 
and  one-half  inches  smaller  and  the  thigs  six  and 
seven  inches  smaller  as  compared  to  the  preoper- 
ative measurements.  Anticoagulant  therapy  with 
heparin  was  continued  for  seven  days  and  then 
Coumadin  used.  Ambulation  was  commenced 
with  elastic  supports  on  the  seventh  day  and 
support  was  continued  over  a period  of  two 
months. 

This  man  made  a good  eventual  recovery,  al- 
though lie  did  have  occasional  swelling  of  his 
ankles  to  a minimal  degree  after  long  standing. 
Coumadin  was  continued  for  a period  of  three 
months;  elastic  supports  were  removed  after  a 
period  of  two  months. 


Comment:  This  case  is  unusual  in  that  both 
sides  were  involved.  The  rather  long  duration  of 
the  process  still  allowed  a successful  result.  The 
operative  procedure  preceding  the  onset  of  ilio- 
femoral thrombosis  was  interesting.  It  is  possible 
the  rent  in  the  vena  cava  actually  initiated  the 
process.  The  rapid  improvement,  after  satisfac* 
tory  thrombectomy,  is  again  noted. 

Summary 

Iliofemoral  venous  thrombosis,  (phlegmasia 
alba  dolens,  phlegmasia  cerulea  dolens),  is  the 
usual  cause  of  the  postphlebitic  syndrome. 

The  postphlebitic  syndrome  is  a serious  con- 
dition and  its  treatment  is  unsatisfactory. 

The  customary  treatment  of  iliofemoral  venous 
thrombosis  consists  of  bed  rest,  anticoagulants, 
and  the  later  use  of  elastic  support  to  the  extrem- 
ity. The  results  of  such  treatment  are  generally 
poor.  The  incidence  of  postphlebitic  syndrome  is 
considerable 

Iliofemoral  thrombectomy  has  been  described 
and  it  is  a highly  effective  treatment  when  em- 
ployed under  suitable  conditions. 

The  success  of  iliofemoral  thrombectomy  de- 
pends on  the  complete  removal  of  thrombus 
material.  Short  duration  of  the  disease,  48  to  72 
hours  or  less,  and  proper  operative  technique 
favor  complete  thrombus  removal.  Although  sat- 
isfactory results  may  be  obtained  when  the  dis- 
ease is  more  than  48  to  72  hours  duration,  the 
results  are  much  more  variable  and  tend  to  be 
unsatisfactory. 

Iliofemoral  thrombectomy  is  strongly  recom- 
mended in  die  treatment  of  iliofemoral  venous 
thrombosis  under  suitable  circumstances. 
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Diagnosis  and  Treatment  of  Acute 
Glomerulonephritis  in  Chrildren 


Fred  G.  Smith,  Jr.,  M.D. 


A brief  informative  article  that  will  bring 
you  up  to  date  on  this  common 
serious  disease. 


DURING  the  past  decade,  a variety  of  careful 
clinical  observations1,2,3  have  clarified  many 
of  the  aspects  of  the  natural  history  of  acute  post- 
streptococcal glomerulonephritis  in  children  and 
adults.  There  has  also  been  a few  alterations  in 
the  concepts  of  treatment.  The  purpose  of  this 
report  is  to  summarize  the  important  aspects  of 
the  diagnosis  and  management  of  acute  post- 
streptococcal glomerulonephritis  (A.S.G.)  The 
incidence  of  poststreptococcal  glomerulonephritis 
is  highest  from  4 to  10  years  of  age4,5  and  is 
more  prevalent  in  males  than  females.  It  has 
been  known  for  many  years  that  acute  strepto- 
coccal glomerulonephritis  often  follows  infec- 
tions with  beta-hemolytic  streptococci;  however, 
until  recent  years  the  epidemiology  has  been 
poorly  understood.  It  has  been  demonstrated  that 
certain  types  of  beta-hemolytic  streptococci  have 
specific  nephritogenic  properties.  Type  12  has 
been  the  offending  organism6,7  in  the  majority 
of  cases  but  rarely  types  (4’,  25  ) and  Red  Lake8 
have  also  been  implicated. 

The  pathogenesis  of  acute  poststreptococcal 
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glomerulonephritis  is  not  entirely  clear;  however, 
the  latency  period,  antibody  formation9,  de- 
crease in  serum  complement10,  titers  and  other 
phenomena11  are  suggestive  of  an  “auto-immune” 
process.  The  most  widely  accepted  theory 
is  that  damage  results  from  interaction  of  anti- 
body with  an  antigen  which  is  a constituent  of 
a nephritogenic  streptococcus.  Streptococcal  in- 
fection may  be  followed  by  a release  of  strepto- 
coccal antigen,  which  circulates  and  may  become 
fixed  in  the  glomeruli.  A damaging  reaction  oc- 
curs thereby  producing  nephritis.  There  have 
been  many  excellent  studies  regarding  the  patho- 
genesis12,13, however,  a discussion  of  these  is  not 
within  the  scope  of  this  report. 

The  initial  clinical  picture  begins  suddenly 
with  smoky  brown  urine,  oliguria,  periorbital 
edema,  abdominal  pain,  hypertension  and  slight 
azotemia  (Table  I).  In  addition,  there  is  usually 
evidence  of  preceding  streptococcal  infection.  In 
most  group  studies,  hematuria  and  proteinuria 
has  been  present  in  all  cases14.  In  approximately 
20%  to  50%  of  the  cases15  there  is  gross  hematuria. 
Rare  instances  of  acute  nephritis  with  few  urin- 
ary abnormalities  have  been  reported16. 
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TABLE  I 

Presenting  Manifestations  of 
Acute  Poststreptococcal  Glomerulonephritis 
Proteinuria 
Hematuria 
Periorbital  Edema 
Hypertension 
Headache 
Abdominal  Pain 
Oliguria 


Initial  Laboratory  Evaluation 

The  most  useful  laboratory  determinations 
assisting  in  the  diagnosis  of  A.S.G.  are  given  in 
Table  II.  The  urine  usually  has  numerous  red 
blood  cells  and  fresh  red  blood  cell  casts.  In 
order  to  demonstrate  the  red  blood  cell  casts, 
the  urine  must  be  examined  as  soon  after  voiding 
as  possible.  The  red  blood  cell  cast  when  present 
is  helpful  in  distinguishing  “renal  bleeding”  from 
lower  urinary  tract  bleeding.  Proteinuria  is  usu- 
ally present  during  the  early  phases  of  the  dis- 
ease but  is  usually  absent  after  2-3  weeks.  There 
have  been  rare  instances  of  A.S.G.  with  few 
urinary  abnormalities  reported  in  the  past16. 

The  A.S.O,  titer  is  extremely  valuable  and  is 
essential  in  the  diagnosis  of  A.S.G.  In  the  pre- 
antibiotic era,  the  finding  of  a persistently  nor- 
mal A S.O.  titer  argued  against  a previous  strep- 
tococcal infection  and  thus  against  acute  strep- 
tococcal glomerulonephritis.  This  correlation  no 
longer  holds  true  since  the  degree  of  rise  of  the 
A.S.O.  titer  is  related  to  whether  or  not  the 
patient  received  penicillin  or  other  antibiotics 
at  the  time  of  the  acute  streptococcal  pharnygitis. 
Usually  70-S0%  of  people  with  streptococcal  in- 
fections have  a significantly  elevated  A.S.O. 
titer;  however,  in  patients  treated  with  penicillin 
early  in  the  course  of  their  infection,  the  fre- 
quency of  an  A.S.O.  response  is  reduced  from 
70-80%17’18  to  between  10  and  15%19’20  and,  as  a re- 
sult, patients  with  A.S.G.  may  never  have  an  ele- 
vated A.S.O.  titer.  A normal  titer  can  be  taken  as 
evidence  against  an  antecedent  streptococcal  in- 
fectio  nonly  if  the  paitent  has  not  been  treated 
with  antibiotics. 

Other  streptococcal  antigens,  as:  antistrepto- 
kinase (ASK),  antihyaluronidase  (AH),  desoxy- 
ribonuclease  B (DNase  B),  and  diphosphopyri- 
dine  nucleotidase  (DPNase)  may  be  useful  in 
providing  evidence  of  preceding  streptococcal 
infection'1  in  those  patients  with  manifestations 
of  acute  nephritis  who  fail  to  show  an  elevated 
A.S.O.  titer. 


TABLE  II 

Laboratory  Studies  Useful  in  the  Diagnosis  of 
Acute  Streptococcal  Glomerulonephritis 
Urinalysis 

Serum  NPN,  BUN  or  Creatinine 
A.S.O.  Titer 
Complete  Blood  Count 
Erythrocyte  Sedimentation  Rate 
Throat  Culture 


If  the  patient  has  hypertension,  an  electrocar- 
diogram and  chest  x-ray  should  be  performed.  In 
cases  where  there  is  evidence  of  peripheral 
edema,  serum  albumin,  globulin  and  cholesterol 
should  be  determined. 

Differential  Diagnosis 

It  is  particularly  important  to  differentiate 
serious  urological  conditions  from  acute  nephritis. 
The  most  important  of  these  are  tumors  of  the 
genito-urinarv  tract,  renal  trauma,  and  bleeding 
into  a hydronephrotic  kidney.  At  times,  the  dif- 
ferential diagnosis  between  acute  nephritis  and 
laceration  of  the  kidney  may  be  difficult  to  dif- 
ferentiate because  of  the  increased  frequency  of 
abdominal  pain  and  tenderness,  as  well  as  a 
history  of  trauma  in  children  in  this  susceptible 
age  group. 

In  equivocal  cases,  one  may  wait  for  the  results 
of  the  A.S.O.  titer  before  ordering  an  intravenous 
urogram.  A normal  A.S.O.  titer  or  absence  of  a 
progressive  rise  in  the  titer  indicates  that  the 
preceding  streptococcal  infection  was  incom- 
pletely treated  or  that  the  basic  problem  is  not 
acute  streptococcal  glomerulonephritis. 

Gross  hematuria  with  lower  urinary  tract  infec- 
tion may  simulate  acute  nephritis;  however,  the 
absence  of  red  cell  casts  and  the  presence  of 
urinary  tract  symptoms  plus  the  occasional  find- 
ing of  marked  mucosal  inflammation  in  young 
girls  help  differentiate  these  conditions.  Nephri- 
tis may  also  be  associated  with  anaphylactoid 
purpura22.  Twenty-five  per  cent  of  patients  with 
this  disorder  have  hematuria,  proteinuria,  or 
both;  however,  the  presence  of  arthralgia, 
nonthrombocytopenic  purpura  and  abdominal 
pain  usually  differentiates  it  from  A.S.G.  The 
morphologic  alterations  seen  in  the  renal  biopsy 
specimen  are  distinctly  different  from  the  lesions 
seen  in  acute  nephritis.  Hematuria  and  proteinu- 
ria may  also  be  due  to  exacerbation  of  previously 
unsuspected  chronic  glomerulonephritis23,  lupus 
nephritis24'25,  periarteritis  nodosa26,  and  familial 
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nephropathy27.  The  latter  disorder  is  frequently 
associated  with  nerve  deafness.  The  prognosis 
in  males  with  this  condition  is  poor  while  in  fe- 
males, the  course  is  usually  benign.  These  pa- 
tients usually  have  recurrent  episodes  of  hema- 
turia initially;  however,  all  males  eventually  de- 
velop other  signs  of  chronic  glomerulonephritis. 

There  are  many  less  common  conditions  asso- 
ciated with  the  “nephritic  syndrome”  such  as 
glomerulonephritis  in  infants  with  hemolysis  and 
thrombopenia28,  thrombotic  thrombocytopenic 
purpura29,  rheumtaic  states30’31,  etc.  The  descrip- 
tion of  these  entities  are  beyond  the  scope  of  this 
paper. 

Treatment 

There  is  no  specific  therapeutic  agent  for  this 
disease.  Bed  rest  is  important  during  the  acute 
phase  of  the  disease  when  hypertension  and  con- 
gestive failure  may  be  a problem.  There  is  no 
evidence  that  bed  rest  beyond  this  point  is  bene- 
ficial. There  are  obvious  psychologic  disadvan- 
tages to  prolonged  bed  rest14,  therefore  most 
children  should  be  back  in  school  within  IK  to  2 
months.  During  the  acute  phase,  salt  retsriction 
is  advisable  for  it  has  been  helpful  in  shortening 
the  period  of  fluid  retention.  Potassium  and  pro- 
tein restriction  are  unnecessary  unless  acute  renal 
failure  supervenes. 

The  most  serious  complications  of  acute  glo- 
merulonephritis result  from  hypertension  and 
renal  shutdown.  Cerebrovascular  accidents  and 
cardiac  failure  may  be  prevented  by  appropriate 
therapy  of  the  hypertension.  The  drugs  of  choice 
in  the  treatment  of  hypertension  are  reserpine 
by  hydralazine33.  Because  of  the  prolonged 
effect  of  intramuscular  reserpine,  it  should  be 
given  only  once  every  12  to  24  hours;  0.15  mg 
per  kilogram  when  needed.  Intramuscular  hydra- 
lazine, 0.1  mg  per  kilogram,  may  be  administered 
every  four  hours,  if  needed.  Therapy  should  be 
initiated  when  both  the  systolic  and  diastolic 
pressures  ar^  above  140  or  90,  respectively. 

Our  practice  is  to  give  reserpine  when  the 
diastolic  pressure  is  between  90  and  110  mm  Hg. 
Hydralazine  is  added  when  the  diastolic  pressure 
is  over  110  or  when  reserpine  alone  fails  to  con- 
trol the  hypertension.  Intramuscular  magnesium 
sulfate  is  the  next  drug  of  choice  for  treating  the 
hypertension.  A low  salt  diet  is  recommended  in 
the  presence  of  hypertension;  otherwise,  a regular 
diet  may  be  given. 
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In  most  instances,  the  danger  of  renal  insuffi- 
ciency is  so  minimal  that  no  special  measures  are 
required;  however,  during  the  first  6-12  hours  in 
the  hospital,  it  is  important  to  prove  or  disprove 
the  presence  of  acute  renal  failure.  Therefore, 
fluids  should  be  given  cautiously  as  a basal 
requirement  and  urine  output  recorded.  If  obser- 
vations indicate  that  the  urine  output  is  decreas- 
ing, the  physician  then  may  face  a serious 
problem.  Measures  used  for  treating  acute  renal 
failure,  such  as  restriction  of  fluid  and  electrolyte 
intake,  adequate  caloric  intake,  and  daily  weight 
recording  should  be  employed.  If  the  patient 
becomes  anuric,  other  measures,  such  as  cation 
exchange  resins,  peritoneal  dialysis  and  hemo- 
dialysis may  have  to  be  carried  out. 

Although  antibiotic  therapy  of  streptococcal 
infections  has  been  shown  to  reduce  the  inci- 
dence of  acute  glomerulonephritis34,  there  is  no 
evidence  that  penicillin  will  effect  the  course 
of  the  disease  once  it  has  been  established. 
During  the  past  4-5  years,  it  has  been  our  prac- 
tice to  treat  with  penicillin  only  those  patients 
with  positive  streptococcal  cultures.  We  have 
not  experienced  any  untoward  effects  from  this 
policy.  Prophylactic  penicillin  likewise  is  not 
administered  to  patients  who  have  had  acute 
streptococcal  nephritis. 

Prognosis 

It  is  generally  agreed  that  over  90%  of  children 
with  acute  streptococcal  glomerulonephritis  re- 
cover completely35’36,  incontrast  to  adults  where 
70-80%  recover  completely37.  The  difference  in 
recovery  rates  between  children  and  adults  is 
unexplained.  Persistence  of  the  hematuria  past 
4-6  months  or  recurrence  of  gross  hematuria  does 
not  appear  to  alter  the  favorable  outcome.  Per- 
sistence of  the  proteinuria  past  4-6  months,  how- 
ever, does  indicate  a poorer  prognosis.  Once  re- 
covery takes  place  and  the  urinary  sediment  re- 
mains normal  for  one  year,  permanent  cure  is 
reasonably  assured. 

A very  small  number  of  children  with  acute 
nephritis  do  not  completely  recover.  They  either 
progress  to  chronic  glomerulonephritis  or  stay 
in  the  latent  phase  with  persistent  urinary  ab- 
normalities with  few,  if  any,  findings  of  progres- 
sive renal  failure.  Generally,  these  patients  have 
more  severe  clinical  manifestations  from  the  very 
onset. 

Usually  the  urinary  abnormalities  clear  after 
several  months  but,  as  mentioned  above,  ma\ 
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persist  for  6 to  12  months.  Patients  should  be 
followed  at  monthly  intervals  after  the  acute 
phase  until  the  routine  urinalysis  and  sedimenta- 
tion rate  have  returned  to  normal.  After  the 
routine  urinalysis  has  returned  to  normal,  the 
Addis  count  is  utilized  to  determine  further  im- 
provement. We  have  been  following  our  patients 
every  3 to  4 months  for  the  first  year  and,  if  the 
Addis  count  is  normal  at  the  end  of  a year,  the 
patient  is  considered  “cured”  and  discharged 
from  the  clinic. 

Summary 

Acute  streptococcal  glomerulonephritis  is  a 
disease  presenting  many  varying  manifestations. 
The  correct  diagnosis  is  usually  not  difficult  in 
spite  of  the  lack  of  any  single  specific  laboratory 
test.  The  treatment  is  usually  symptomatic;  how- 
ever, occasionally  more  specific  therapy  has  to 
be  directed  to  the  complications,  acute  renal 
failure,  hypertension  and  congestive  heart  fail- 
ure. The  prognosis  is  better  in  children  than  in 
adults  and  considerable  more  data  remains  to 
be  accumulated  before  the  natural  history  of 
this  disease  in  children  is  clearly  delineated.  At 
the  present  time,  considerable  attention  and 
effort  should  be  directed  to  the  prevention  of 
acute  streptococcal  glomerulonephritis  by  early 
and  adequate  treatment  of  streptococcal  infec- 
tions. 
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PRODUCTS  OF  RESEARCH  THAT  SAVE  LIVES 

Let  the  law  deal  harshly  with  any  dishonesty,  false  claims,  or  unsafe  prac- 
tices found  in  the  drug  industry,  but  let  us  not  encourage  unlimited  power  by 
the  FDA  which  could  destroy  the  tree  laden  with  the  fruit  of  honest  research 
because  of  one  ailing  branch.  We  would  suggest  ...  a resolution  of  confidence 
in  the  pharmaceutical  industry  whose  products  have  saved  the  lives  of  so  many 
children.  It  is  easy  to  forget  that  the  life  of  President  Lincoln’s  son  could  prob- 
ably have  been  saved  by  antibiotics.  — Robert  F.  Lorenzen,  M.D.,  in  Arizona 
Medicine,  21:  469,  (June)  1964. 
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Today,  eggs  are  frequently  incriminated  as  carriers  of  Salmonella  infec- 
tion. This  epidemiologic  study  presents  a local  Salmonella  outbreak  which 
supports  this  thesis. 


THE  incidence  of  salmonellosis  in  the  United 
States  is  difficult  to  ascertain.  Only  incident- 
ally reported  outbreaks  and  summaries  of  iso- 
lations appearing  in  the  literature  are  available 
for  determining  the  importance  and  apparent 
increase  of  this  disease.1  The  epidemiology 
of  salmonellosis  becomes  increasingly  complex 
with  today’s  modern  food  technology  and  dis- 
tribution. Systematic  reporting  of  infections  of 
both  man  and  animals  is  necessary  for  a clear 
understanding  of  the  disease. 

cJ 


cases  of  acute  gastroenteritis  among  girls  residing 
in  two  dormitories  had  been  reported  to  the 
school  clinic  October  2,  3,  4,  and  5.  Cases  from 
other  dormitories  were  reported  on  October  5 
and  6. 

Acute  cases  were  characterized  by  a sudden 
onset  of  nausea  and  vomiting,  accompanied  by 
chills,  fever,  sore  throat,  cramps,  and  diarrhea. 
In  some  of  the  less  severe  cases  only  sore  throats 
and  low  grade  fevers  were  reported.  Symptoms 
usually  persisted  48  hours  or  longer. 


AN  OUTBREAK  OF  SALMONELLA 
NEWINGTON  AT  A BOARDING  SCHOOL 


« 


This  report  deals  with  an  outbreak  of  salmonel- 
losis that  occurred  in  a large  boarding  school  in 
the  southwestern  United  States.  The  probable 
dissemination  of  the  etiological  agent  from  an 
interstate  shipment  of  fresh  eggs,  through  im- 
proper food  handling,  is  described. 

Descripiion  of  the  Outbreak 

On  the  afternoon  of  October  5,  1959,  the  physi- 
cian in  charge  of  the  school  clinic  reported  an 
apparent  outbreak  of  “intestinal  flu.”  Thirty-five 


The  enrollment  of  the  school  consisted  of  970 
high  school  and  junior  high  students  housed  on 
the  campus  in  eight  dormitories  and  segregated 
by  sex  and  age.  All  meals  were  obtained  from  a 
central  cafeteria  where  students  in  each  dormi- 
tory were  served  as  a group.  Boys  and  girls  used 
separate  serving  lines.  Occasionally,  some  stu- 
dents ate  at  a small  snack  bar  on  the  campus  and 
at  off-campus  restaurants.  Water  supplied  to  the 
school  was  furnished  from  a municipal  system 
and  was  of  good  quality. 


At  the  time  of  this  study  all  authors  were  assigned  to  the 
Thoenix  (Arizona)  Field  Station,  Communicable  Disease  Center, 
Public  Health  Service,  U.S.  Department  of  Health,  Education  and 
Welfare,  Phoenix,  Arizona.  Mr.  Petersen  (Sanitary  Engineer)  :'s 
now  assigned  to  Division  of  Radiological  Health,  Rockville,  Mary- 
land and  Dr.  Payne  (Medical  Officer)  is  now  associated  with 
L.S.U.  Medical  School,  New  Orleans,  Louisiana.  Mr.  Mackel  is 
bacteriologist.  Technology  Rranch,  Communicable  Disease  Center, 
Phoenix,  Arizona. 


Mr.  Mackel  is  bacteriologist.  Technology  Branch,  Communicable 
Disease  Center,  Phoenix,  Arizona. 

Mr.  Petersen  is  assigned  to  Division  of  Radiological  Health, 
Rockville,  Maryland. 

Dr.  Payne  is  associated  with  the  Louisiana  State  University 
Medical  School,  New  Orleans,  Louisiana. 


by 

Norman  J.  Petersen,  S.M. 
Donald  C.  Mackel,  M.S. 
Fred  J.  Payne,  M.D. 
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Investigation 

On  the  morning  of  October  6,  clinical  histories 
were  taken  and  throat  washings  and  blood  speci- 
mens for  virus  studies  were  obtained  from  10 
acutely  ill  students.  Rectal  swab  specimens  for 
bacterial  and  virus  examination  were  obtained 
from  six  of  diese  students. 

The  specimens  for  bacterial  isolation  were 
plated  on  SS  and  MacConkey’s  agar  and  placed 
in  tetrathionate  brilliant  green  enrichment  broth. 
All  mediums  were  incubated  for  18  hours  at  37  C. 
A loopful  of  the  enrichment  broth  was  then 
streaked  to  brilliant  green  agar  and  incubated 
for  18  to  24  hours  at  37  C. 

The  SS  agar  was  examined  for  Shigella  and 
Salmonella ; MacConkey’s  agar  was  examined  for 
Shigella , Salmonella,  and  enteropathogenic  Esch- 
erichia coli;  brilliant  green  agar  plates  were  ex- 
amined for  Salmonella. 

Presumptive  isolations  of  Salmonella  from  five 
of  the  six  specimens  examined  were  observed  on 
the  morning  of  October  7.  These  organisms  sub- 
sequently were  identified  as  Salmonella  new- 
ington. 

The  investigation  was  promptly  redirected  to 
determine  the  source  and  extent  of  this  apparent 
Salmonella  outbreak.  Detailed  food  histories  were 
obtained  from  29  acutely  ill  students  by  using 
questionnaires  prepared  from  cafeteria  menus  for 
the  5 meals  preceding  the  epidemic  (Table  1). 

Rectal  swab  specimens  were  obtained  from 
each  person  interviewed  and  laboratory  pro- 
cedures were  modified  for  specific  recovery  of 
Salmonella.  Rectal  swab  specimens  were  placed 
in  brilliant  green  tetrathionate  enrichment  broth, 
incubated  for  18  to  24  hours  at  37  C,  then 
streaked  on  brilliant  green  agar.  Enrichment 
broths  from  which  Salmonella  was  not  isolated 
were  held  at  room  temperature  and  restreaked 
after  intervals  of  48  and  72  hours. 

Rectal  swab  specimens  were  taken  from  the 
rood  handlers  of  the  school  cafeteria  and  from 
two  school  officials  who  became  ill  with  diarrhea 
on  October  5 and  8 during  a hunting  trip. 

Material  for  bacteriological  examination  was 
obtained  from  various  areas  in  the  kitchen,  from 
the  toilets  m toe  girls’  and  boys’  rest  rooms,  and 


from  available  portions  of  left-over  food  or  in- 
gredients of  some  meals  served  during  the  pre- 
vious week. 

Observations 

Salmonella  newington  was  isolated  from  16 
(55  per  cent)  of  the  29  acute  cases  examined 
and  from  24  (67  per  cent)  of  36  students  in  a 
control  group.  A majority  of  the  ill  students  re- 
ceived tetracvcline  immediately  after  the  pre- 
sumptive isolation  of  Salmonella  was  reported 
and  subseqi  -ent  in  vitro  sensitivity  tests  indicated 
that  the  strain  involved  was  sensitive  to  this  drug. 

Six  of  eight  food  handlers  were  infected  with 
the  organism,  one  of  whom  reported  an  illness 
three  weeks  prior  to  the  outbreak.  One  of  the 
two  school  officials  who  became  ill  was  positive 
for  S.  newington. 

Epidemiological  data  suggested  that  the  source 
meal  for  the  infection  was  consumed  either  early 
Friday,  October  2,  or  on  Thursday  evening, 
October  1,  since  the  incubation  period  for  sal- 
monellosis is  usually  more  than  8 hours  and  the 
first  reported  acute  cases  had  onsets  immedi- 
ately after  supper  on  October  2 (Figure  1). 

The  school  official  who  became  ill  and  had 
a positive  stool  isolation  had  consumed  a sand- 
wich made  from  the  beef.  The  other  official  ate 
no  food  from  the  cafeteria  during  the  outbreak 
period. 

Results  of  food  histories  for  the  meals  con- 
sumed by  the  control  group  and  acutely  ill  group 
indicated  that  only  the  Thursday,  October  1, 
evening  meal  included  a significant  number  of 
foods  associated  with  high  infection  rates  for 
foods  eaten  and  not  eaten. 

Roast  beef  v/as  suspected  as  the  contaminated 
food.  The  infection  rate  for  36  control  students 
who  ate  the  meat  was  as  high  as  was  the  rate 
for  any  other  single  item  (Table  1)  and  most 
of  the  other  items  could  be  eliminated  on  the 
basis  of  high  infection  rates  in  the  group  not 
eating  the  food. 

On  Wednesday,  September  30,  30  roasts  were 
cooked  at  the  same  time  at  300  F for  about  8 
hours  or  20  to  25  minutes  per  pound.  After 
cooking,  they  were  covered  and  placed  in  a cold 
room  ( 41  F ) until  late  the  next  morning,  October 
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1,  when  they  were  sliced  on  the  meat  cutting 
block.  The  slicing  was  completed  about  2 p.m., 
when  the  meat  was  layered  in  deep  pans,  water 
added,  and  then  steamed  slowly  at  200  F.  At 
4:30  p.m.  the  pans  were  placed  in  steam  tables 
on  the  serving  line  for  the  5:30  p.m.  meal. 

Gravy  was  prepared  separately  with  artificial 
coloring,  spices,  flour,  and  water,  and  contained 
none  of  the  meat  or  its  juices. 


I 2 3 4 5 6 7- 

DAY  of  MONTH 

Figure  1 


One  of  the  infected  food  handlers  worked  in 
the  kitchen  on  Wednesday,  September  30,  and 
ate  some  of  the  meat  at  that  time.  He  was  off 
duty  Thursday  October  1,  and  Friday,  October  2. 
This  worker  had  suffered  severe  diarrhea  early 
in  September  following  a visit  with  his  family. 
One  of  the  children  in  this  family  when  examined 
on  October  8 was  positive  for  S.  neivington. 

Salmonella  neivington  was  isolated  from  the 
toilet  bowl  in  the  boys’  rest  room,  from  the  meat 
slicing  block,  and  from  two  fresh  eggs  selected 
at  random  from  the  cold  room.  Eggs  prepared  for 
breakfast  usually  were  broken  into  pans  at  the 
meat  chopping  block. 
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The  clinical  attack  rate  for  gastroenteritis  and 
the  infection  rate  for  S.  neivington  for  each  dorm- 
itory suggest  that  the  acute  illness  rate  was 
highest  among  the  students  served  last  (Table  2). 
The  extended  incubation  time  apparently  pro- 
duced sufficient  numbers  of  organisms  to  pro- 
duce more  severe  symptoms. 

Discussion 

The  roast  beef  which  appeared  to  be  the 
source  of  the  S.  neivington  infections  probably 
became  contaminated  during  the  slicing  opera- 
tion on  the  meat  chopping  block. 

Incubation  of  the  organisms  could  have  taken 
place  during  the  warming-up  and  serving  pe- 
riods. Fresh  eggs  may  have  served  as  the  indi- 
rect source  of  infection,  having  spilled  when 
broken  into  pans  on  the  meat  block.  Eggs  or  food 
containing  fresh  eggs  was  not  served  during  the 
preoutbreak  period  except  for  breakfast,  but  food 
histories  failed  to  implicate  breakfast  meals  as 
the  source  of  infection. 

The  source  of  the  eggs  could  not  be  traced. 
They  were  purchased  from  a local  distributor 
through  an  out-of-state  wholesaler  who  obtained 
his  supply  Tom  three  or  more  large  producers. 

Another  possible  route  for  contamination  of 
the  roasts  could  have  been  a food  handler.  If  a 
roast  or  roasts  were  contaminated  by  a food 
handler,  the  meat  chopping  block  could  have 
been  contaminated  during  the  slicing  operation. 
Other  roasts  may  then  have  become  contami- 
nated and  incubation  could  have  occurred  during 
rewarming  and  on  the  steam  table.  A food  han- 
dler may  have  been  infected  earlier  while  han- 
dling raw  eggs,  or  the  employee  reporting  illness 
early  in  September  may  have  been  infected  at 
that  time.  A second  food  handler  found  to  be 
infected  carried  the  organism  for  more  than  60 
days.  The  chief  cook  who  sliced  the  roasts  was 
negative  for  S.  neivington. 

Experience  has  shown  that  meat  chopping 
blocks  should  not  be  placed  in  immediate  food 
preparation  areas2  and  that  cooked  food  never 
should  be  taken  back  to  the  meat  chopping  block 
for  slicing  or  further  preparation. 

Flu-like  symptoms  often  have  been  reported 
during  the  early  stages  of  salmonellosis,  prior  to 
or  sometimes  without  apparent  gastroenteritis, 
and  therefore  should  be  suspected  during  similar 
undiagnosed  outbreaks. 
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Table  I 

FOOD  HISTORIES  ON  36  CONTROL  STUDENTS 


Infection 

Infected  Individuals  Uninfected  Individuals  Rate  °7c 


Meal 

F ood 

Eaten 

Not 

Eaten 

Unk. 

Percent 

Eaten 

Eaten 

Not 

Eaten 

Unk. 

Percent 

Eaten 

Eaten 

Not 

Eaten 

Oranges 

21 

3 

87 

10 

2 

83 

68 

60 

"5  £ 

Oatmeal 

7 

17 

29 

9 

3 

75 

64 

85 

c 1 

Plum  Jam 

16 

8 

67 

10 

2 

83 

62 

80 

Bacon 

19 

4 

1 

82 

11 

1 

92 

63 

80 

S-i  u 

Buttered  toast 

22 

2 

92 

11 

1 

92 

67 

67 

-c 

H 

Milk 

23 

1 

96 

11 

1 

92 

67 

50 

Chop  Suey 

12 

12 

50 

10 

2 

83 

65 

86 

Steamed  Rice 

16 

8 

67 

10 

2 

83 

62 

80 

4J 

Corn 

22 

2 

92 

11 

1 

92 

67 

67 

d a 

Cold  tomatoes 

11 

13 

46 

8 

4 

67 

58 

76 

„ c 

Carrot  sticks 

9 

15 

37 

8 

4 

67 

53 

79 

c/i  ^ 

b i-l 

Bread-butter 

23 

1 

96 

12 

0 

100 

66 

100 

Cherry  cobbler 

13 

11 

54 

11 

]. 

92 

54 

92 

H 

Milk 

22 

2 

92 

12 

0 

100 

65 

100 

pH 

Roast  beef 

24 

0 

100 

11 

1 

92 

69 

0 

Potatoes 

20 

4 

83 

11 

1 

92 

65 

80 

O 

n a 

Green  beans 

21 

3 

87 

9 

3 

75 

70 

50 

^ a 

r,  <^V 

Lettuce  wedges 

17 

7 

71 

8 

4 

67 

68 

64 

£ P 

Bread-butter 

23 

1 

96 

12 

0 

100 

66 

100 

S 

-C 

Vanilla  pudding 

13 

11 

54 

7 

5 

58 

65 

69 

H 

Milk 

23 

1 

96 

11 

1 

92 

68 

50 

<M 

Tomato  juice 

17 

7 

71 

10 

2 

83 

63 

78 

0 s 

Farina/raisins 

10 

14 

42 

6 

5 

1 

55 

63 

74 

O 3 

Buttered  toast 

23 

1 

96 

11 

1 

92 

68 

50 

b S 

Apricot  jam 

11 

12 

1 

48 

7 

5 

58 

61 

71 

X pq 

Scrambled  eggs 

16 

8 

67 

11 

1 

92 

59 

89 

H 

fa 

Milk 

23 

1 

96 

11 

1 

92 

68 

50 

Baked  beans 

20 

4 

83 

11 

0 

1 

100 

65 

100 

C4 

Buttered  cabbage 

9 

14 

1 

39 

2 

3 

75 

50 

82 

Sliced  cheese 

19 

5 

79 

12 

0 

100 

61 

100 

0 Is 

Bread-butter 

15 

9 

62 

10 

2 

83 

60 

82 

£ § 

Orange  gelatin 

w/fruit  cocktail 

18 

6 

75 

11 

1 

92 

62 

86 

"C 

Pickles 

10 

14 

42 

5 

6 

50 

63 

70 

£ 

Milk 

21 

3 

87 

12 

0 

100 

64 

100 

Table  2 

Attack  Rates  and  Infection  Rates  by  Dormitory 


Dormitory 

Sex 

Eating 

time 

Popu- 

tion 

Number  of 
Acute  Cases 

Attack  rate 
percent 

Survey  Results 
Total  Infected  Percent 

A 

M 

5:30  pm 

200 

1 

0.5 

1 

0 

B 

F 

5:30  pm 

94 

5 

5.3 

0 

— 

— 

C 

M 

5:40  pm 

120 

0 

0 

9 

5 

55.5 

D 

F 

5:40  pm 

126 

8 

3.5 

3 

3 

100.0 

E 

M 

5:45  pm 

120 

1 

0.8 

5 

2 

40.0 

F 

F 

5:45  pm 

72 

2 

2.8 

6 

4 

80.0 

G 

F 

5:45  pm 

100 

16 

16.0 

6 

6 

100.0 

H 

F 

5:45  pm 

37 

10 

27.0 

6 

6 

100.0 

Summary 

Investigation  of  an  outbreak  of  Salmonella 
■e  dngton  in  a large  boarding  school  indicated 
that  roast  beef  was  contaminated  either  from  a 
meat  chopping  block  earlier  contaminated  with 
raw  eggs  or  from  a food  handler.  Predominant 
earlv  symptoms  were  systemic  or  “intestinal  flu- 
like.” 


(1)  Edwards,  P.  R.:  Salmonellosis:  Observations  on  Incidence  and 
Control.  Annals  of  the  New  York  Academv  of  Sciences 
70:598-613,  June  3,  1958. 

(2)  Mackel,  D.  C.,  Payne,  F.  S.,  and  Pirkle,  C.  I.:  Outbreak  of 
Gastroenteritis  Caused  by  S.  Typhimuriunr  Acquired  from 
Turkeys.  Pub.  Health  Rep.  74:746-748,  August  1959. 

Figure  1.  Acute  gastroenteritis  cases  by  date  of  onset  in  Salmon- 
ella newington  outbreak  at  a boarding  school  in  Arizona,  Oc- 
tober 1959. 


798 


Arizona  Medicine 


Original  Articles 


Leiomyoma  of  the  Ileum  with  Traction 

Diverticulum 


Doctors  Shaw  and  Stewart  present  a rather  concise  review  of  a relatively 
uncommon  problem  of  small  bowel  neoplasm,  together  with  an  interesting 
case  report. 


THE  muscle  tumours  of  the  gastrointestinal  tract 
are  rare.  Golden  and  Stout  ( 1941 ) found  53 
examples  in  the  records  of  the  records  of  the 
Presbyterian  Hospital,  New  York  in  the  period 
1913  to  1940.  Of  these  23  were  incidental  findings 
at  autopsy  and  2 only  were  in  the  ileum.  Clinical 
cases  numbered  30  and  only  3 of  these  were  in 
the  ileum. 

Smith  ( 1939 ) in  describing  a malignant  muscle 
tumour  of  the  ileum,  analysed  109  muscle  tu- 
mours of  the  small  gut.  19  of  these  were  submu- 
cosal tumours  of  the  ileum,  producing  acute  or 
chronic  obstruction,  and  25  were  subserosal  ileal 
tumours.  The  subserosal  tumours  came  to  light 
in  the  following  ways:  Haemorrhage  7:  Inci- 
dental finding  at  operation  or  autopsy  6:  Intes- 
tinal obstruction  7:  Indigestion  2:  Perforation  1. 

Weber  and  Kirklin  ( 1942 ) found  only  14  cases 
of  leiomyoma  of  the  small  gut  in  the  Mayo  Clinic 
records  for  32  years. 

Victoria  Hospital,  Keighley,  Yorkshire,  England. 


Case  History 

A man  aged  40  was  admitted  to  hospital  with 
a history  of  gradually  increasing  central  abdomi- 
nal pain  for  3 hours.  He  had  nausea  but  had  not 
vomited.  He  had  had  a normal  bowel  action  in 
the  morning. 

On  examination  the  abdomen  was  not  dis- 
tended and  moved  with  respiration.  There  was 
tenderness  and  guarding  in  the  right  iliac  fossa. 
There  was  no  abnormality  on  rectal  examination. 
The  temperature  was  97°  F.,  Pulse  80  and  Respi- 
rations 20. 

Operation 

Laparotomy  was  carried  out  the  same  evening. 
Turbid  fluid  was  present  in  the  right  iliac  fossa. 
The  appendix  was  normal.  Bleeding  was  occur- 
ring from  the  surface  of  a bilobed  subserous 
tumour  of  the  ileum,  situated  3 feet  from  the 
ileocaecal  valve.  This,  with  5 inches  of  the  gut, 
was  resected  and  an  end  to  end  anastomosis 
carried  out 
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Pathology 

Attached  to  the  outer  aspect  of  the  gut  was 
a globular  tumour  1A  inches  in  diameter,  to  the 
side  of  which  was  attached  a second  lobe  of 
equal  size. 

Within  the  gut  there  was  a nipple  like  promi- 
nence A inch  in  diameter,  in  the  centre  of  which 
was  a tiny  hole  from  which  bloody  fluid  emerged 
when  the  tumour  was  squeezed.  When  cut  the 
attached  lobe  was  found  to  be  firm  white  tissue 
with  a cavity  containing  clot.  The  second  lobe 
was  mainly  a cystic  cavity  containing  old  clot, 
with  a rim  of  white  tissue  at  the  periphery. 

Histology 

Within  the  gut,  the  mucosa  showed  no  evi- 
dence of  neoplasm.  The  white  tissue  was  com- 
posed of  whorled  spindle  cells  with  no  nuclear 
abnormalities.  Running  up  from  the  orifice  in 
the  centre  cf  the  nipple  like  prominence  in  the 
gut  and  ending  in  the  centre  of  the  first  lobe  of 
the  tumour  there  was  a very  narrow  diverticulum 
lined  by  intestinal  mucosa,  which  was  partly  dis- 
rupted by  suppurative  infiltration. 

Discussion 

This  tumour  is  a leiomyoma  of  the  histologic- 
ally benign  type.  Golden  and  Stout  say  that  no 
clear  distinction  can  be  made  between  simple 
and  malignant  growths  on  histology  alone  and 
that  the  presence  of  metastases  is  the  only  proof. 


The  situation  of  the  tumour  suggests  that  it 
may  have  arisen  in  the  wall  of  a Meckels  diverti- 
culum. Equally  well  the  diverticulum  could  have 
resulted  from  traction  of  the  mucosa  during 
tumour  growth  The  abrupt  ending  of  the  diver- 
ticulum in  the  centre  of  the  first  lobe  is  consistent 
with  the  latter  origin. 

Nygaard  and  Walters  ( 1941 ) described  a tu- 
mour of  low  grade  malignancy  which  they  con- 
sidered was  derived  from  a Meckels  diverticulum. 
Neither  in  the  gross  description  of  this  tumour, 
nor  in  their  histological  findings  is  there  any 
evidence  of  a diverticulum.  Similarly  one  of 
Golden  and  Stouts  cases  was  said  to  be  derived 
from  a Merkels  diverticulum.  They  state  that 
there  was  a diverticulum.  4 feet  from  the  ileocae- 
cal  valve  “involved  in  a tumour  mass,”  but  in  the 
histological  examination  no  evidence  is  given  of 
a diverticulum. 

Summary 

A case  of  apparently  benign  leiomyoma  of  the 
ileum  is  described  which  manifested  itself  by 
acute  inflammation  of  an  associated  diverticulum 
which  appeared  to  have  resulted  from  traction 
on  the  intestinal  mucosa. 

We  are  indebted  to  Professor  R.  A.  Willis  for 
his  confirmation  of  the  identity  of  the  tumour 
and  the  origm  of  the  diverticulum. 
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THE  RISING  TIDE  OF  GOVERNMENT  MEDICINE 

I have  yet  to  see  any  desk-bound  administrator  or  full-time  politician  who 
knows  as  much  about  the  needs  of  a body  as  does  the  person  who  attends  that 
body  on  an  individual  basis  hour  after  hour.  Concern  and  caution  are  advisable, 
of  course,  for  all-drug  maker,  drug  prescriber,  drug  dispenser  and  drug  user. 
But  when  lay  judgment  is  substituted  for  professional  judgment,  when  the  sick 
refuse  to  take  what  is  wisely  prescribed,  when  consumer  representatives  and 
motivation  hunters  try  to  resolve  medical  problems  without  medical  knowledge 
when  the  medical  profession  is  notified  of  government  interventions  in  drug  use 
through  the  popular  press  rather  than  through  normal  professional  channels, 
when  the  public  receives  medical  information  about  drug  reactions  before  the 
profession  is  informed,  the  already  ailing  members  of  the  public  will  suffer  even 
more.  In  fact,  they  will  suffer  more  than  any  other  group  since  it  will  be  their 
own  bodies  which  are  deprived  of  needed  medical  counseling  and  remedies. 
Austin  Smith,  M.D.,  in  Oklahoma  Medical  Journal,  57:  8 (August)  1964. 
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by  Harry  F.  Steelman,  M.D. 


Headache,  Its  Causes 
and  Treatment 


"And  this  is  the  reason  why  the  cure  of  many  diseases  is  unknown  to 
the  physicians  of  Hellas,  because  they  are  ignorant  of  the  whole,  which 
ought  to  be  studied  also;  for  the  part  can  never  be  well  unless  the  whole 
is  well." 

Socrates  in  the  Charmides  of  Plato 


HEADACHE  is  so  common  a complaint  that 
the  practicing  physician  should  be  aware  of 
the  different  types  and  methods  of  handling 
them. 

A discussion  of  headache  should  be  preceded 
by  a review  of  the  evidence  of  pain  sensitive 
structures  within  the  head.  These  have  been 
shown  to  be  the  major  arteries  and  venous  sinuses 
of  the  dura  mater.  Except  for  the  branches  of  the 
basal  arterial  circle  of  Willis,  the  intracerebral 
arteries  have  not  been  proved  to  be  pain  sensi- 
tive. The  external  carotid  artery  branches  are 
especially  sensitive  to  distention.  The  adequate 
stimulus  to  produce  pain  is  primarily  traction,  or 
distention  of  the  blood  vessels,  although  irritative 
factors  such  as  subarachnoid  hemorrhage  or  bac- 
terial toxins  are  known  to  produce  headache. 

The  physician  should  remember  that  headache 
is  merely  a symptom  of  a disease.  The  best  results 
will  be  obtained  when  the  disease  is  accurately 
diagnosed  and  treated,  provided  such  methods 
are  available. 

Evaluation  of  the  Individual  Patient 

A detailed  history  is  first  obtained,  which 
should  include  the  age  of  onset,  the  location  and 
character  of  the  headache,  the  time  of  day  of  the 
onset,  the  severity  of  the  pain,  the  frequency  of 
attacks,  and  the  presence  of  associated  symptoms. 

The  opinions  expressed  in  this  paper  are  those  of  the  author, 
for  which  he  accepts  full  responsibility.  The  reader  has  been 
spared  the  odium  of  a ponderous  bibliography.  If  anyone  would 
like  further  reference  to  various  ■ medications  and  methods  of 
treatments,  they  will  be  supplied  upon  request. 


A discreet  inquiry  into  the  patient  s life  situations 
should  be  made.  The  manner  in  which  the  patient 
speaks  and  describes  the  symptoms  will  often 
give  the  physician  a clue  to  the  diagnosis. 

Following  the  history,  a complete  physical  and 
neurological  examination  should  be  done.  In 
most  patients  this  will  be  entirely  normal.  Fol- 
lowing the  history  and  examinations,  accessory 
laboratory  procedures  such  as  x-rays  of  the  skull, 
cervical  spine,  and  paranasal  sinuses  should  be 
done.  If  no  abnormalities  are  found,  symptomatic 
therapy  is  justified.  The  patient’s  progress  should 
be  followed  and  response  to  treatment  assessed. 

If  no  response  is  obtained,  the  patient  should 
be  referred  for  neurological  evaluation.  This 
would  include  electroencephalography  and  occa- 
sionally a lumbar  puncture,  and  air  studies  or 
radioactive  uptake  studies  to  determine  if  an 
intracranial  neoplasm  or  hematoma  is  absent  or 
present.  Further  handling  will  be  determined  by 
correlation  of  these  laboratory  procedures  with 
the  clinical  condition. 

When  all  tests  are  normal  and  there  is  a strong 
suspicion  of  emotional  factors  causing  the  symp- 
toms, psychiatric  evaluation  for  diagnosis  and 
recommendation  for  treatment  is  indicated. 

Psychogenic 

The  description  of  the  discomfort  given  by  the 
patient  may  be  somewhat  unusual,  such  as;  feel- 
ing of  a spike  driven  into  the  head,  band-like 
constriction  drawing,  pressing,  or  an  “all-gone” 
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sensation.  The  distribution  does  not  conform  to 
anatomical  distribution.  It  does  not  respond  to 
the  usual  analgesic  preparations.  Furthermore, 
diligent  inquiry  into  the  history  will  reveal  a 
considerable  amount  of  psychopathologically  im- 
portant material.  In  effect,  then,  psychogenic 
headache  is  only  one  facet  of  the  neurotic  per- 
sonality. Therapeutically  one  cannot  hope  to  re- 
lieve the  patient  of  his  symptoms  by  merely 
abolishing  the  headache.  Tranquilizers  are  justi- 
fied as  a temporary  measure,  although  the  results 
are  often  disappointing.  Personality  reorientation 
with  the  help  of  a psychiatrist  has  the  best  chance 
of  providing  permanent  relief. 

Migraine 

This  is  an  episodic,  often  familial  type  with 
onset  in  the  second  decade  of  life.  Occasionally 
children  under  the  age  of  ten  are  subject  to  them. 
The  migraineur  usually  knows  when  he  is  liable 
to  have  an  attack.  The  prodramata  vary  from  a 
feeling  of  malaise,  anxiety  and  depression  to  the 
classical  teichopsia,  viz.  scintillating  scotomata, 
numbness  and  tingling  of  one  half  of  the  body. 
Occasionally  there  will  be  an  ophthalmoplegic 
type  paralysis  of  the  extra-ocular  muscles.  This 
can  be  differentiated  from  other  pathology,  such 
as  tumor  at  the  base  of  the  skull  or  internal  caro- 
tid aneurysm,  by  x-rays  or  arteriography.  People 
subject  to  migraine  are  usually  hardworking, 
perfectionistic,  tend  to  be  self-accusatory  and  un- 
satisfied with  their  environment  or  way  of  life. 
The  pain  begins  as  a unilateral  dull  ache,  often 
in  the  temporal  region  and  progresses  in  a cres- 
cendo manner  until  a pain  of  high  intensity  de- 
velops, often  with  nausea  and  vomiting.  These 
people,  when  they  first  consult  a doctor,  have 
usuallv  found  out  that  an  attack  can  be  aborted 
by  taking  some  analgesic  medication  and  sleep- 
ing it  off.  Weekend  or  “let-down”  headaches  after 
a strenuous  week  of  activity  are  common.  Some- 
times repeated  attacks  of  migraine  occur,  usually 
alternating  from  one  side  to  the  other,  lasting 
days  or  weeks  This  is  known  as  status  hemi- 
cranicus.  When  this  occurs  an  underlying  psychi- 
atric depression  should  be  suspected  and  treated. 
After  an  attack  the  patient  usually  feels  excep- 
tionally well  or  euphoric.  Occasionally,  however, 
':i  ere  may  be  a “hangover”  lasting  a day  or  two. 

There  have  been  studies  attempted  to  relate 
migraine  and  epilepsy,  but  these  are  not  conclu- 
sive. Migraine  equivalents  have  been  described. 
The  usual  symptomatology  is  paroxysmal  abdom- 


inal pain  and  vomiting.  This  type  usually  occurs 
in  pediatric  practice.  It  is  a most  difficult  diag- 
nosis to  make  and  it  is  usually  one  of  exclusion. 

The  course  of  migraine  is  unpredictable  be- 
cause the  basic  mechanisms  precipitating  the 
attack  are  poorly  understood.  It  is  often  a life- 
time affliction,  though  the  headaches  tend  to 
become  less  frequent  and  severe  after  the  age 
of  forty  or  fifty. 

There  is  no  known  cure  but  most  of  the  pa- 
tients can  be  helped.  First,  the  patient  must 
become  aware  of  the  emotional  situations  which 
precipitate  them.  These  are  usually  unexpressed 
anger,  hostility  or  unresolved  tension.  In  some 
patients,  guilt  feelings  with  self-castigation,  rep- 
resent a hangover  from  tribal  culture.  Secondly, 
the  treatment  of  the  paroxysm  consists  of  the 
use  of  salicylates,  phenacetin  and  caffeine  with 
or  without  oral  ergot  preparations  at  the  onset 
of  the  headache.  The  last  group  mentioned  may 
be  used  parenterally,  although  it  should  be  re- 
membered that  they  cause  frequent  side  effects 
consisting  of  protracted  vomiting  and  retching, 
which  may  be  as  troublesome  as  the  pain.  Di- 
hydroergotatime  (DHE45)  is  a dehydrogenated 
form  of  ergotamine  tartrate  and  is  sometimes 
used  in  patients  who  cannot  tolerate  ergotamine. 
The  change  in  chamical  formula  reduces  its  con- 
strictive effect  on  smooth  muscle.  By  the  same 
token,  the  effect  on  the  headache  is  often  re- 
duced. An  icebag  to  the  painful  part  of  the  head 
is  usually  helpful 

Recently  a powerful  medication  ( Sansert, 
Sandoz)  has  been  used  to  prevent  migraine.  It 
blocks  the  action  of  serotomin  and  modifies  the 
episodes  of  vasoconstriction  and  vasodilation 
which  accompany  the  migraine  episode.  The 
results  for  the  most  part  are  good,  although  side 
effects  should  be  looked  for.  They  are  usually 
dizziness,  vomiting  or  peripheral  vasoconstriction. 
If  they  occur  it  may  be  necessary  to  stop  the 
drug.  In  the  dose  of  three  or  four  tablets  a day, 
the  cost  ($2G-$25)  per  month  may  be  prohibitive 
to  some  patients.  It  should  not  be  used  in  pa- 
tients with  coronary  or  peripheral  vascular  dis- 
ease and  pregnancy.  This  drug  should  be  re- 
served for  the  severe  and  frequent  types.  The 
value  of  the  drug  in  any  one  person  may  be 
difficult  to  assess  if  the  headaches  are  a rare 
occurrence.  Since  the  drug  has  been  in  use  for 
only  a few  years  and  has  been  released  for  gen- 
eral use  only  about  two  years,  the  value  of  its 
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use  in  long  term  management  of  the  migraineur 
is  yet  to  be  determined.  Satisfactory  results  can 
be  attained  in  50-70%  of  migraine  patients. 

Psychotherapy  directed  toward  personality  re- 
orientation may  be  of  value. 

The  basic  physiological  mechanisms  of  the  mi- 
graine syndrome  have  been  worked  out  in  con- 
siderable detail.  The  painless  initial  phase  or 
prodromata  are  caused  by  vasoconstriction  in  the 
intracerebral  arteries  causing  the  scintillating 
scotomata,  numbness  and  occasionally  muscular 
weakness.  This  phase  is  followed  by  vasodilata- 
tion primarily  in  the  pain  sensitive  branches  of 
the  external  carotid  artery. 

Various  surgical  procedures  such  as  ligation  of 
the  external  carotid  artery  or  cervical  sympathec- 
tomy have  met  with  indifferent  success.  Section 
of  the  trigeminal  nerve  has  been  successful,  prob- 
ably because  of  the  denervation  of  the  pain  sen- 
sitive dura  mater.  This  procedure  is  a difficult 
one  and  has  the  disadvantage  of  producing  anal- 
gesia of  the  cornea  and  forehead.  Before  surgery 
is  done,  fractional  procaine  blocks  of  the  three 
trigeminal  nerve  trunks  should  be  done  to  deline- 
ate the  innervation  of  the  pain  sensitive  struc- 
tures. Fortunately  surgery  of  migraine  is  a rare 
procedure  that  should  be  reserved  for  the  most 
intractable  pain. 

Tension  Headache 

This  type  of  headache  represents  somatization 
of  emotional  conflicts  which  result  in  painful 
muscle  spasm.  They  are  usually  located  in  the 
suboccipital  region  with  radiation  to  the  temporal 
or  vertex  portions  of  the  head.  The  patient  may 
or  may  not  be  aware  of  situations  which  trigger 
the  headaches.  Psychiatric  treatment  will  not 
usually  produce  immediate  results,  though  long 
ierm  therapy  is  rational  and  justified  provided 
cooperation  of  the  patient  can  be  obtained.  Medi- 
cation should  be  started  as  soon  as  the  diagnosis 
is  secure.  Fiorinal  tablets  (Sandoz)  three  to  six 
times  a day  usually  provide  welcome  relief.  This 
medication  contains  aspirin,  phenacetin,  caffeine 
and  a barbiturate  derivative.  Concomitant  tran- 
quilizers are  indicated.  Mephrobamate  is  the 
drug  of  choice  because  it  quiets  the  tension  and 
anxiety  as  well  as  acting  as  a muscle  relaxant. 
Treatment  is  necessary  until  the  symptoms  dis- 
appear an  dthis  may  extend  for  months  or  years. 

Before  long  term  therapy  is  begun,  organic 
lesions  should  be  excluded  by  neurological  study. 
The  physician  should  re-examine  the  patient  re- 
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peatedly  because  lesions  may  become  evident  on 
later  examination  when  the  findings  on  initial 
examination  were  normal. 

Histamine  Headache,  Cluster  Headache, 

Horton's  Headache 

Because  of  the  high  intensity  of  pain,  and  its 
periodicity  of  occurrence,  it  is  probably  a variant 
of  the  migraine  syndrome.  There  are  features 
about  them  which  are  not  usual  in  migraine. 
There  does  not  seem  to  be  a familial  tendency, 
and  the  headaches  are  more  common  at  night, 
rather  than  day.  The  headaches  often  occur  with 
clocklike  regularity.  The  development  of  the  high 
intensity  of  pain  is  more  rapid  and  vasomotor 
symptoms  such  as  occular  tearing,  nasal  stuffi- 
ness, and  discharge  are  more  frequent.  The  pain 
is  unilateral,  retro-orbital  and  sometimes  extends 
down  into  the  face.  The  patient  usually  has 
paroxysms  of  pain  occurring  daily  and  lasting  for 
several  weeks  or  months.  During  the  interim  the 
patient  is  svmptom  free.  Many  of  the  patients 
will  respond  to  progressively  larger  injections  of 
histamine.  The  rationale  is  that  they  have  a sen- 
sitivity to  histamine,  to  which  they  can  be  desen- 
sitized. The  use  of  Sansert  (Sandoz)  reportedly 
is  of  benefit.  Histamine  headaches  respond  less 
well  to  ergot  preparations  than  migraine,  al- 
though some  authors  think  that  daily  doses  of 
ergotamine  tartrate  will  terminate  the  headaches. 
Furthermore,  histamine  headaches  can  be  pre- 
cipitated by  injetcions  of  histamine,  whereas  mi- 
graine is  not  usually  so  produced. 

If  histamine  headaches  are  caused  by  sensitiv- 
ity to  histamine,  fairly  uniform  results  should  be 
produced  by  giving  antihistaminics.  Although 
some  authors  have  reported  good  results,  their 
use  has  been  generally  somewhat  disappointing. 
It  may  be  that  relief  coincides  with  a natural 
remission  of  the  disease.  Furthermore,  it  should 
be  remembered  that  antihistamines  act  like  tran- 
quilizers and  local  anesthetics  which  may  explain 
some  of  the  results. 

Infectious  Processes 

These  may  occur  either  in  the  nasal  sinuses  or 
ears,  usually  produce  localized  and  severe  pain 
and  are  caused  by  irritation  of  the  adjacent  sen- 
sitive dura  mater  or  by  the  mechanism  of  refer- 
red pain.  Appropriate  drainage  and  treatment  of 
th  einfeetion  causes  a prompt  cessation  of  head- 
ache .Such  infections  are  often  implicated  even 
when  the  diagnosis  is  equivocal.  The  diagnoses 
should  be  verified  by  clinicall  yor  radiologicalh 
demonstrable  infection. 
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Lumbar  Puncture  Headache 

Severe  headaches  sometimes  are  produced  by 
removal  of  spinal  fluid,  whether  the  removal  was 
for  diagnostic  purposes  or  for  the  induction  of 
spinal  anesthesia.  The  spinal  fluid  leaks  out  into 
the  extradural  space  at  the  site  of  puncture,  pro- 
ducing intracranial  hypotension.  These  headaches 
disappear  when  the  patient  is  recumbent  and 
recur  when  he  assumes  the  upright  position. 
These  pains  are  usually  quite  severe  and  local- 
ized to  the  back  of  the  neck  with  occasional 
radiation  to  the  frontal  and  temporal  regions. 
The  explanation  for  this  is  that  the  normal 
cushion  of  spinal  fluid  is  removed  and  allows  the 
brain  to  exert  traction  by  gravity  on  the  pain 
sensitive  structures  within  the  cranium.  The 
treatment  consists  of  keeping  the  patient  recum- 
bent until  the  dural  leak  seals  off  and  the  lost 
spinal  fluid  regenerates.  The  replacement  of 
spinal  fluid  can  be  accelerated  by  increasing  the 
total  fluid  intake. 

Acute  Subdural  Hematoma 

An  acute  collection  of  blood  in  the  subdural 
space,  such  as  the  first  five  or  seven  days  after 
trauma,  usually  produces  severe  headache  unless 
the  patient  is  unconscious  because  of  cerebral 
contusion  or  compression.  Stupor  or  unrespon- 
siveness is  a very  frequent  finding  in  acute  sub- 
dural hematoma.  Diagnosis  is  made  by  diagnos- 
tic trepanation,  and/or  air  studies  and  arteriog- 
raphy. The  treatment  consists  of  drainage.  The 
accompanying  cerebral  edema  should  be  treated 
by  boney  decompression  and  use  of  dehydrating 
agents  such  as  Urevert. 

Chronic  Subdural  Hematoma 

This  condition  develops  more  slowly  after  head 
trauma,  often  originally  thought  to  be  minor.  The 
collection  of  blood  in  the  subdural  space  is  aug- 
mented by  the  draining  of  other  fluid  into  the 
subdural  space,  probably  by  osmosis.  Encapsu- 
lation of  the  blood  clot  begins  in  the  second  week 
after  the  initial  trauma  and  acts  as  a semiperme- 
able  membrane  for  transudation  of  fluid.  Head- 
ache is  a common  symptom  and  is  generalized 
and  of  high  intensity.  The  pain  becomes  progres- 
sively severe  and  is  accompanied  by  mental  con- 
tusion and  occasionally  hemiplegic  and  speech 
disorders.  The  usual  course  of  the  disease  is  pro- 
gressive for  six  to  eight  weeks  if  not  diagnosed 
and  drained.  Very  rarely  the  expansion  may  stop 
and  the  clot  calcify.  These  patients  may  be  mis- 
diagnosed as  being  neurotic  or  psychotic  and 


end  up  in  a psychiatric  hospital.  The  history  of 
trauma  may  not  be  elicited  and  the  condition 
should  be  suspected  in  any  one  having  progres- 
sively severe  headaches  and  mental  deterioration 
even  in  the  absence  of  trauma.  Surgical  drainage 
usually  produces  satisfactory  results  and  the 
prognosis  is  good  unless  there  has  been  irrevers- 
ible drain  damage. 

The  spinal  fluid  in  subdural  hematoma  is  usu- 
lly  xanthochromic  with  elevation  of  protein.  The 
presence  of  cerebrospinal  fluid  under  normal  or 
subnormal  pressure  does  not  rule  out  subdural 
hematoma.  Lumbar  puncture  without  surgical 
drainage  is  fraught  with  risk  of  precipitation  of 
a cerebellar  or  tentorial  pressure  cone  with  death 
occurring  within  minutes  or  hours.  The  diagnosis 
of  subdural  hematoma  without  resort  to  a surgi- 
cal procedure  has  recently  been  facilitated  by 
measurement  of  radioactive  uptake  by  suitable 
apparatus  alter  administration  of  an  isotope.  This 
procedure  is  innocuous  and  a high  percentage  of 
positive  residts  indicate  that  this  method  is  quite 
accurate. 

Subarachnoid  Hemorrhage 

This  type  of  headache  almost  always  comes  on 
suddenly  with  severe  pain  in  the  back  of  the 
head  collowed  by  generalized  pain  in  the  head. 
The  patient  may  become  confused  or  uncon- 
scious if  the  hemorrhage  is  severe.  Diagnosis  is 
made  by  finding  a stiff  neck  and  positive  Ker- 
nig’s  Sign.  Photophobia  is  common.  Lumbar 
puncture  reveals  bloody  spinal  fluid.  Subarach- 
noid hemorrhage  is  a serious  condition  and  may 
result  in  death  It  is  usually  caused  by  a ruptured 
aneurysm  of  the  Circle  of  Willis  or  a rupture  of 
an  intracranial  blood  vessel  secondary  to  hyper- 
tension or  arteriosclerosis.  The  patient  usually 
requires  contrast  angiography  to  determine  if  a 
surgical  lesion  is  present.  If  one  is  found,  surgery 
should  be  considered;  however,  if  the  study  is 
normal,  treatment  consists  of  bed  rest  with  what- 
ever analgesics  are  necessary  for  four  to  six 
weeks. 

Meningitis 

This  condition  produces  a high  intensity  head- 
ache similar  to  subarachnoid  hemorrhage.  Diag- 
nostic spina'  puncture  is  indicated  to  determine 
the  type  of  infecting  organism  and  its  sensitivity 
to  appropriate  antibiotics  or  sulfonamides.  Pyo- 
genic meningitis  has  a very  rapidly  fulminating 
course  accompanied  by  high  fever,  unconscious- 
ness and  sometives  convulsive  seizures.  Infections 
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due  to  tuberculosis  or  fungi  proceed  at  a more 
leisurely  rate,  even  though  the  eventual  mortality 
and  morbidity  are  often  high.  Viral  meningitis 
causes  severe  headache.  The  diagnosis  is  made 
by  lumbar  puncture  and  appropriate  viral  studies. 

Brain  Tumors 

There  is  a considerable  variation  in  the  type 
and  location  of  pain  due  to  brain  tumors.  The 
usual  type  of  headache  is  of  a bursting  quality 
and  generalized  in  distribution.  In  the  early 
stages  the  pain  may  be  mild  and  localized  to 
one  region  of  the  head.  The  slower  growing 
tumors  may  be  relatively  asymptomatic  until 
sufficient  size  has  been  reached  to  cause  in- 
crease in  intracranial  pressure  or  traction  on  pain 
sensitive  structures.  The  pain  of  brain  tumors, 
especially  those  in  the  posterior  fossa,  is  usually 
worse  on  awakening,  due  to  hydrostatic  changes 
secondary  to  assuming  the  upright  position. 
Frontal  lobe  tumors,  even  of  large  size,  may 
never  cause  headache. 

The  absence  of  papilloedema  does  not  rule 
out  a brain  tumor,  nor  does  a normal  spinal  fluid 
pressure.  The  diagnosis  of  a brain  tumor  is  made 
from  the  history  of  a progressive  intracranial 
lesion  verified  by  radiological  study  which  in- 
cludes x-rays  of  the  skull,  pneumoencephalog- 
raphy and/or  arteriography.  Electroencephalog- 
raphy and  radioactive  uptake  studies  are  also  of 
value.  Which  of  the  studies  and  the  order  in 
which  they  are  done  is  best  left  to  the  judgment 
of  the  neurosurgeon  in  charge.  The  development 
of  a brain  tumor  can  be  very  subtle  and  unless 
suspected  may  not  be  diagnosed  until  the  devel- 
opment of  unequivocal  signs  such  as  papilloe- 
dema, vomiting,  convulsions,  ataxia,  speech  dis- 
turbance, paralysis  or  abnormal  behavior.  Appro- 
priate surgical  exposure  and  attempt  to  deter- 
mine operability  and  histological  verification  is 
indicated. 

Occipital  Neuralgia 

This  is  an  extremely  painful  disorder  charac- 
terized by  sharp,  shooting  pains  in  the  back  of 
the  neck  radiating  into  the  vertex  of  the  head 
corresponding  to  the  distribution  of  the  appro- 
priate nerves.  On  examination  the  nerves  are 
painful  to  palpation,  and  on  deep  pressure  the 
characteristic  radiation  can  be  produced.  In  most 
patients  the  cause  is  unknown;  a small  percent- 
age of  patients  give  a history  of  local  trauma  or 
infecticn.  Occasionally  the  condition  is  caused 


Original  Articles 

by  impingement  on  the  second  and  third  cervical 
nerves  in  the  intervertebral  foramina. 

The  pain  can  almost  always  be  relieved  tem- 
porarily by  injection  of  a local  anesthetic  into  the 
respective  nerves.  The  pain  is  sometimes  caused 
by  or  aggravated  by  muscle  spasm  of  the  neck. 
The  treatment  consists  of  repeated  injections  of 
the  local  anesthetic  into  the  involved  nerves.  The 
use  of  various  types  of  muscle  relaxants  some- 
times gives  benefit  and  is  justified. 

If  the  pain  continues  unrelieved  and  the  pa- 
dent  is  emotionally  stable,  avulsion  of  the  nerves 
m the  scalp  and  upper  cervical  muscles  is  justi- 
fied. Occasionally  laminectomy  and  intradural 
rhizotomy  of  the  posterior  branches  of  the  second 
and  third  cervical  nerves  is  necessary.  The  latter 
procedure  is  much  more  formidable  and  carries 
the  usual  risks  of  intraspinal  surgery.  Permanent 
loss  of  sensation  over  the  back  of  the  head  and 
upper  part  of  the  neck  is  a consistent  sequelae 
and  must  be  accepted  by  the  patient.  When  the 
above  mentioned  criteria  are  met,  the  the  result 
is  usually  gratifying. 

Post-concussion  Headache 

Many  patients  develop  headaches  following 
cerebral  concussion.  It  has  been  shown  experi- 
mental’y  that  the  acceleration  of  the  head  during 
concussion  causes  the  brain  to  fall  away  from 
the  skull  for  one  to  three  centimeters.  It  is 
hypothecated  that  traction  on  the  pain  sensitive 
structures  within  the  head  makes  them  hyper- 
sensitive for  several  weeks.  The  pain  is  often  of 
a sticking  type,  either  localized  or  generalized, 
and  associated  with  postural  giddiness  or  vertigo. 
This  svndrome  occurs  more  often  in  mild,  rather 
than  severe  injuries.  The  treatment  is  sympto- 
matic. If  the  symptoms  last  longer  than  six 
weeks  and  a subdural  hematoma  can  be  ex- 
cluded, psychogenic  factors  should  be  strongly 
suspected.  Litigation,  compensation  or  desire  to 
escape  from  unpleasant  life  situations  are  the 
usual  factors  which  prolong  the  complaints  and 
disability.  Psychotherapy  is  often  indicated  to 
give  the  pat  ent  insight  into  the  mechanism  of 
his  symptoms  and  readjustment  of  his  attitude. 
Settlement  of  litigation  does  not  always  cause 
cessation  of  the  complaints.  Early  return  to  work 
and  re-integration  of  the  patient  into  his  environ- 
ment are  indicated  in  attempt  to  prevent  pro- 
longed invalidism  and  its  attendant  frustration 
and  discouragement. 
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Atypical  Facial  Neuralgia 

This  is  a poorly  understood  condition  which 
produces  chronic,  boring  pain  deep  in  the  face. 
The  headache  does  not  respond  to  simple  anal- 
gesics. Unlike  trigeminal  neuralgia,  it  is  not  sub- 
ject to  exacerbations  and  remissions,  nor  is  a trig- 
ger point  elicited.  Occasionally  patients  will  be 
found  to  have  a tumor  of  the  Gasserian  ganglion 
or  base  of  the  skull.  Injections  and  surgery  of  the 
trigeminal  nerve  are  contraindicated  and  doomed 
to  failure.  Procaine  injections  into  the  occipital 
and  auricular  nerves  have  been  reported  of  bene- 
fit by  some  authors;  however,  most  surgeons 
have  had  little  success  with  this  method,  which 
has  little  physiological  basis.  The  use  of  electric 
shock  treatments  has  been  reported  to  be  of 
some  benefit  if  the  patient  is  severely  depressed 
and  suicidal  Actually  this  form  of  therapy  does 
not  treat  the  disease,  but  merely  the  reaction  of 
the  patient  to  the  disease. 

The  initial  flush  of  enthusiasm  for  intracranial 
section  of  the  greater  superficial  petrosal  nerve 
has  faded  into  a pallid  skepticism  for  its  rationale 
and  long  term  results. 

Sphenopalatine  Gangion  Neuralgia 

This  condition  is  sometimes  called  Sluder’s 
neuralgia.  This  painful  condition  involves  the 
face  below  the  orbit,  commonly  called  a “lower 
half  headache.”  Some  authors  are  enthusiastic 
about  cocainization  and  alcohol  injection  of  the 
sphenopalaOne  ganglion  in  the  nasal  cavity. 
Others  have  had  little  success  with  this  form  of 
treatment,  and  it  still  remains  a therapeutic 
enigma.  Alcohol  injections  and  surgery  of  the 
trigeminal  nerve  are  of  no  value  and  should  be 
avoided.  It  is  likely  that  this  disease  is  a variant 
of  atypical  facial  neuralgia. 

Hyptertension 

The  headache  of  essential  hypertension  is  usu- 
ally suboceipital  with  frontal  radiation.  They 
can  be  quite  severe  and  disabling.  Furthermore, 
they  are  usually  present  on  awakening  when  the 
blood  pressure  is  the  lowest.  The  explanation  for 
this  is  that  vasodilation  occurs  during  the  night, 
and  when  vasoconstriction  and  elevation  of  the 
blood  pressure  occurs  during  the  daytime  the 
neadache  improves.  Actually  some  of  the  head- 
ache may  be  related  to  muscle  tension.  The 
headaches  or  hypertensive  encephalopathy  are 
more  generalized  and  are  caused  by  cerebral 
edema  secondary  to  increased  permeability  of 


the  small  blood  vessels  of  the  brain.  There  may 
be  retinal  changes,  convulsions,  paralysis  or 
aphasia  as  well  as  involvment  of  the  heart  and 
kidneys.  This  disease  is  in  reality  a local  mani- 
festation of  a systemic  disease.  The  treatment  is 
essentially  a medical  one  with  the  use  of  medi- 
cations to  lower  the  blood  pressure.  The  use  of 
cerebral  dehvdrating  agents  is  indicated  as  tol- 
erated by  the  patient. 

Trigeminal  Neuralgia  (Tic  douloureux) 

This  condition  is  the  easiest  type  of  head  pain 
to  diagnose.  The  patient  describes  a sudden  on- 
set of  severe,  agonizing,  lancinating  pain  in  one 
of  the  branches  of  the  trigeminal  nerve  with  or 
without  spread  to  the  other  divisions.  The  pa- 
tient can  localize  a trigger  point  which  can  be 
activated  by  the  mildest  of  cutaneous  stimuli. 
The  condition  is  subject  to  exacerbations  and 
remissions.  The  nerological  examination  is  nor- 
mal except  for  the  presence  of  the  trigger  point. 
The  elderly  are  most  often  afflicted.  If  the  con- 
dition occurs  in  younger  people,  an  underlying 
multiple  sclerosis  should  be  suspected  and 
searched  for.  The  condition  is  a lifelong  disability 
unless  the  reflex  sensory  arc  can  be  abolished. 
Medical  treatment  is  empirical  and  consists  of 
the  administration  of  dilantin  sodium  or  vitamin 
B 12.  This  form  of  treatment  is  by  no  means  a 
cure  and  only  tides  the  patient  over  the  acute 
exacerbation. 

Alcohol  injection  of  the  appropriate  nerve  pro- 
duces loss  of  sensation  and  relief  of  pain  for 
months  or  years.  When  the  nerve  regenerates 
inevitable  recurrence  of  pain  sets  in.  The  most 
lasting  relief  is  obtained  by  intracranial  section 
of  the  trigeminal  nerve  behind  the  Gasserian 
ganglion.  The  risk  of  surgery,  even  in  the  elderly, 
is  small  The  disadvantages  of  this  procedure  are 
numbness  of  the  face  and  corneal  analgesia  if 
the  ophthalmic  fibers  are  cut.  Recently  “decom- 
pression” of  the  trigeminal  ganglion  has  been 
offered  as  a substitute  for  root  section  because 
it  leaves  sensation  in  the  face  relatively  intact. 
Actually  there  is  no  valid  evidence  that  the  sur- 
geon “decompresses”  anything,  and  it  is  likely 
that  the  results  are  caused  by  mild  trauma  to  the 
ganglion  with  resultant  abolishment  of  the  reflex 
sensory  arc.  Recurrence  of  pain  following  this 
operation  varies  from  30-50%,  whereas  permanent 
relief  by  root  section  approaches  100%. 

Surgical  section  of  the  descending  tract  of  the 
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trigeminal  nerve  nucleus  in  the  medulla  oblon- 
gata has  been  done  because  of  the  anatomical 
dissociation  of  the  nuclei  for  pain  and  touch.  It 
was  originally  thought  that  pain  could  be  re- 
lieved without  abolishment  of  the  sensation  of 
touch.  Because  of  the  return  of  pain  in  a certain 
percentage  of  patients  and  the  frequent  produc- 
tion of  cerebellar  ataxia,  this  procedure  is  seldom 
used.  In  patients  having  intractable  pain  caused 
by  malignancy  in  the  face  and  jaw  this  procedure 
is  occasionally  combined  with  section  of  the 
upper  cervical  and  glossopharyngeal  nerves, 
which  can  be  easily  approached  by  this  method. 

Summary  and  Conclusions 

1.  A brief  review  of  the  various  types  of  head- 
ache has  be^n  given. 

2.  Treatment  should  be  tailored  to  the  individ- 
ual patient.  An  accurate  diagnosis  is  essential, 
because  treatment  is  usually  a long  term  affair. 

3.  The  physician  should  treat  the  whole  pa- 
tient in  his  life  situation,  remembering  that  the 
commonest  cause  of  headache  is  life  itself.  Long 
term  relief  comes  not  from  a pill  but  from  a way 
of  life. 


Where  iHaJterpieceJ  are  &mi 


Jrw  Out  £tu4fo 
Original  Creation  a 


private 
showings  by 
appointment 


' ^jcweLeRj 


1604  E.  Camelback  — Phoenix,  Arizona 


Phone  274-7781 


3 free  booklets  tell  you  how 

First  National  Bank’s 
Trust  Services 
can  Strengthen 
your  Estate  Planning 

“Executor  and  Trustee”  booklet 

• Will  help  you  answer  your  questions 
in  connection  with  choosing  an 
executor  and  trustee  of  your  estate. 


“Living  Trusts”  booklet 

• Describes  the  many  advantages  of 
various  kinds  of  living  trusts. 


“Trustee  Under  Will”  booklet 

• Tells  how  trust  funds  can  serve  you 
and  your  estate  during  your  lifetime. 
Also  shows  how  you  may  enjoy 
substantial  tax  savings. 

The  coupon  below 
will  bring  you 
any  or  all  of  them. 

Or  ask  for  them 
at  any  of  First 
National’s  more  NATIONAL 
than  75  offices  BAN  K 

throughout  0fr  Arizona 

Arizona.  member  f.d.i.c. 


Trust  Department  AM  1164 
First  National  Bank  of  Arizona 
411  North  Central  Avenue 
Phoenix,  Arizona  85004 

Please  send  me  your  booklet  on:  □ Living  Trusts 
□ Trustee  Under  Will  □ Executor  and  Trustee 

Name 

Address 

City State 


November,  1964 


807 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
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was  established  in  1936. 
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yp  U CAN  RELYON 
comes  in  tninuias^. 
lasts  for  \tiour&:§ii.& 


PERCODAN 


in  moderate  to 
moderately  severe  pain . . . 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  l 
tablet. ..rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  Percodan®-Demi,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.19  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U.  S.  Pats.  2,628,185  and  2,907,768 
Literature  on  request. 

ENDO  LABORATORIES  INC., Garden  City,  NewYork 


A CLASSIC  Rx 

FOR  A CLASSIC  DIAGNOSIS 


Sudden  onset 
Anterior 

Vague  in  character 
Effort 

SuBSTERNAL 


MIL.TR  ATE® 

meprobamate  200  mg.  + pentaerythritol  tetranitrate  10  mg. 

IN  ANGINA  PECTORIS  AND  CORONARY  INSUFFICIENCY 


Provides  long-term  coronary  vasodilation  8 
Plus  long-term  control  of  anxiety  in  heart  disease* 8 


REFERENCES:  1.  Collicelli,  A.,  and  Nardelli,  A.:  Treatment  of  angina  pectoris  with  a combination  of  pentaerythritol  tetranitrate  and  meprobamate.  Policlinico  (Prat.) 
67:441,  Mar.  28,  1960.  2.  Marche,  J.:  Pentaerythritol  tetranitrate  (pentrite  or  pentanitrine)-a  coronary  vasodilator  with  prolonged  action.  J.  Med.  Chir.  Prat.  (In 
French)  121:252,  Nov.  1950.  3.  Plotz,  M.:  Pentaerythritol  tetranitrate:  A new  drug  for  the  treatment  of  coronary  insufficiency.  N.  Y.  J.  Med.  52:2012,  Aug.  15,  1952. 
4.  Plotz,  M.:  The  treatment  of  angina  pectoris  with  a new  prolonged  action  pentaerythritol  tetranitrate.  Amer.  J.  Med.  Sci.  239:194,  Feb.  1960.  5.  Russell,  H.  I.,  Urback,  K.  F„ 
Doerner,  A.  A.  and  Zohman,  B.  L.:  Choice  of  a coronary  vasodilator  drug  in  clinical  practice.  JAMA  153:207,  Sept.  19,  1953.  6.  Russek,  H.  I.,  Zohman,  B.  L.  and  Dorset, 
V.  J.:  Objective  evaluation  of  coronary  vasodilator  drugs.  Amer.  J.  Med.  Sci.  229:46,  Jan.  1955.  7.  Russek,  H.  I.,  Zohman,  B.  L„  Drumm,  A.  E.,  Weingarten,  W.  and 

Dorset,  V.  J.:  Long-acting  coronary  vasodilator  drugs:  Metamine,  Paveril,  Nitroglyn,  and  Peritrate.  Circulation  12:169,  Aug.  1955.  8.  Russek,  H.  I.:  Evaluation  of  drugs 
used  in  the  treatment  of  angina  pectoris  by  means  of  exercise-electrocardiographic  tests.  Ann.  N.  Y.  Acad.  Sci.  64:533,  Nov.  16,  1956.  9.  Talley,  R.  W.,  Beard,  O.  W., 
and  Doherty,  J.  E.:  Use  of  pentaerythritol  tetranitrate  (Peritrate)  in  treatment  of  angina  pectoris.  Amer.  Heart  J.  44:866,  Dec.  1952.  10.  Winsor,  T.  and  Humphreys,  P.: 
Influence  of  pentaerythritol  tetranitrate  (Peritrate)  on  acute  and  chronic  coronary  insufficiency.  Angiol.  3:1,  Feb.  1952.  11.  Eskwith,  I.  S.:  Holistic  approach  in  the 
management  of  angina  pectoris.  Postgrad.  Med.  27:203,  Feb.  1960.  12.  Friedlander,  H.  S.:  The  role  of  ataraxics  in  cardiology.  J.  Cardiol.  1:395,  Mar.  1958.  13.  Russek, 
H.  I.:  Meprobamate  in  the  treatment  of  angina  pectoris.  Amer.  J.  Cardiol.  3:547,  Apr.  1959.  14.  Shapiro,  S:  Observations  on  the  use  of  meprobamate  in  cardiovascular 
disorders.  Angiol.  8:504,  Dec.  1957.  15.  Waldman,  S.  and  Pelner,  l.:  Modification  of  the  anxiety  state  associated  with  myocardial  infarction  by  meprobamate:  pre- 
liminary notes.  N.  Y.  J.  Med.  58:1285,  Apr.  15,  1958.  16.  Koehnke,  F.  K.:  Treatment  of  angina  pectoris  of  functional  origin  with  Corneural.  Med.  Klin.  54:1435,  Aug.  1959. 

Indications:  ‘Miltrate’  is  useful  for  prophylaxis  of  pain  in  angina  pectoris  and  coronary  insufficiency,  especially  where  anxiety  is  a factor.  Contraindications:  Like 
all  nitrates,  pentaerythritol  tetranitrate  should  be  avoided  or  prescribed  cautiously  for  patients  with  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use.  Precautions:  Meprobamate  — Patients  engaged  in  activities  requiring  alertness  should  be  warned  of  drowsiness. 
Meprobamate  may  increase  the  effects  of  excessive  alcohol,  and  the  possibility  of  dependence  should  be  considered,  particularly  in  patients  with  a history  of 
drug  or  alcohol  addiction.  Sudden  withdrawal  may  result  in  reactions,  rarely  epileptiform  seizures.  Grand  mal  attacks  may  be  precipitated  in  persons  susceptible 
to  both  grand  and  petit  mal.  Prescribe  cautiously  and  in  small  quantities  to  patients  with  suicidal  tendencies.  Side  effects:  Pentaerythritol  tetranitrate  — The  most 
common  side  effects  are  transient  headache,  nausea,  and  rash.  Weakness,  palpitation,  flushing,  gastrointestinal  distress,  and  lightheadedness  have  been 
reported  on  a few  occasions.  Meprobamate  - May  cause  drowsiness  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dosage.  Allergic  or  idiosyncratic 
reactions  are  rare,  generally  developing  after  one  to  four  doses  of  the  drug.  Mild  reactions  include  urticarial  or  maculopapular  rash.  Serious  reactions,  rarely 
encountered,  include  dermatological  effects,  acute  nonthrombocytopenic  purpura,  chills,  fever,  fainting  spells,  angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises,  anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treatment  should  be  symptomatic,  and  the  drug  not  be  reinstituted.  Dosage:  Usual  dosage  is 
' e or  two  tablets  before  meals  and  at  bedtime.  Individualization  of  dosage  is  required  for  maximum  therapeutic  effect.  Doses  above  twelve  tablets  daily  are 
inf  recommended.  Supplied:  White  tablets,  each  containing  meprobamate  200  mg.  and  pentaerythritol  tetranitrate  10  mg.  Before  prescribing,  consult  package  circular. 
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810 


Arizona  Medicine 


President's  Page 


I HAVE  been  in  a 
peripatetic  mood 
the  past  month,  what 
with  trips  to  New 
York,  Washington, 
D.  C.,  and  Chicago, 
and  with  the  Arizona 
Academy  session  at 
the  Grand  Canyon 
looming  high  on  the 
horizon.  My  thoughts 
have  been  on  a whirl- 
igig with  the  consti- 
tution of  Arizona  and 
Thanksgiving  and  the 
National  election  and 
voluntary  health  or- 
ganizations vying  for  primacy  in  my  thought 
from  day  to  day,  vying  to  exclude  from  my  mind 
the  life  and  death  struggles  that  every  physician 
is  responsible  for,  and  privileged  to  wrestle  with, 
in  his  every  day  life. 

But,  in  the  midst  of  all  this  consuming  con- 
fusion, my  number  four  child  succeeded  in  rais- 
ing to  maturity  a pumpkin  — in  the  azalea  bed 
in  front  of  our  home!  Not  just  a pumpkin  either, 
three  or  four  healthy  potato  plants  and  some 
carrots  and  radishes  too.  He  is  very  proud  of 
his  green  thumb  and  perhaps  just  a little  thrill- 
ed at  wondrous  nature.  And  mother  and  dad 
are  covertly  pleased  too. 

This  same  little  boy  traveled  with  us  behind 
the  Iron  Curtain,  where  we  saw  garden  plots 
not  much  bigger  than  his.  These  were  the  major 
evidence  of  free  enterprise  behind  that  barrier 
in  1962.  Unkle  K.  is  working  toward  more  in  this 
direction  now  in  1964,  which  is  a tacit  admission 
of  the  basic  fact  of  man’s  restless  soul  and  his 
need  for  striving  and  sense  of  accomplishment 
by  his  own  hands  and  ingenuity  and  sweat.  This 
we  yet  have  in  the  United  States.  Billy  can  plant 
his  pumpkin  and  sell  it  or  plant  it  for  the  pure 
joy  of  seeing  something  grow.  We  have  no 
Kolchoz,  collective  farm.  For  this  I am  thankful. 

All  of  our  national  legislators  were  consider- 
ate and  helpful  when  I visited  them  in  Washing- 
ton, D.  C.  during  the  Senate  debate  on  the  Long 
and  Gore  amendments  to  the  Social  Security  Bill. 


Dr.  Brewer 


If  Pumpkins  and  Things 


Some  unobtrusively  disagreed  as  I tried  my  best 
to  present  the  opinions  of  medicine.  Some  agreed. 

But  this  is  not  important.  That  I could  go  to 
them  in  person  and  pour  out  my  strongest  feel- 
ings about  an  issue,  any  issue,  and  could  come 
home  and  publicly  discuss  them  and  their  ac- 
tions and  write  as  freely  as  I wish  without  fear 
of  any  kind;  this  is  important.  This  is  critical. 
For  this  I am  thankful  today. 

While  in  Washington,  I slipped  away  to  Fred- 
ericksburg, Virginia.  There  I saw  the  desk  upon 
which  James  Monroe  wrote  his  famous  doc- 
trine. I stood  in  the  same  room  where  stood 
Washington  and  Jefferson  and  Patrick  Henry  — 
and  I went  back  and  hesitatingly  touched  the 
bed  on  which  Lincoln  died.  I saw  the  eternal 
flame  on  Kennedy’s  grave,  with  his  two  babies 
beside  him.  I walked  over  a battlefield  and  felt 
compassion  in  my  soul  for  the  brothers  who 
killed  brothers  for  a principle  bigger  than  life 
itself.  I stood  mute  before  the  grave  of  the  un- 
knowns in  Arlington,  who  gave  their  all  for 
another  principle  — and  for  me.  I saw  the  orig- 
inals of  our  Declaration  of  Independence,  our 
Constitution,  our  Bill  of  Rights,  our  Emancipa- 
tion Proclamation  — our  heritage.  For  these  I am 
deeply  thankful  today. 

I visited  museums  and  laboratories,  where  I 
saw  things  miraculous  to  one  of  my  vintage,  now 
prosaic  and  commonplace,  supplanted  by  still 
greater  miracles  as  science  has  delved  even 
deeper,  even  into  life  itself.  And  I felt  awed 
at  our  most  modern  conquest  of  disease  — and 
was  pleased  with  my  place  in  life  as  a physi- 
cian. For  this  I was  thankful. 

The  trip  to  Chicago  was  to  participate  in  a 
national  conference  on  voluntary  health  agen- 
cies. It  was  a good  conference,  stimulating, 
thought  provoking,  extremely  frank  in  its  criti- 
ques. There  was  much  for  sober  thought  and  one 
day  here  we  may  be  able  to  consider  it  more 
in  deatil.  Two  things  did  seem  most  important 
to  me.  One  was  that  duplication  in  voluntary 
health  agencies  was  not  necessarily  bad.  This 
concept  was  quite  foreign  to  my  own  thinking, 
having  gone  through  a two  year  study  of  such 
problems  in  which  duplication  became  almost 
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primci-fcicie  evidence  of  inefficient  use  of  per- 
sonnel, including  the  physician’s  time,  and  the 
donors’  dollars.  It  was  suggested  contrariwise 
that  in  some  few  cases,  the  competition  for  im- 
provement actually  was  keener  and  with  better 
end-results  when  two  organizations  had  some 
over-lap  in  their  purview. 

This  actually  represents  a facet  of  the  second 
important  concept,  viz.  voluntarism  in  the  health 
agency  field.  Voluntarism,  narrowly  and  broad- 
ly considered  pervaded  the  entire  conference 
and  I am  convinced  that  voluntarism  and  free 
enterprize  are  directly  proportionate  in  our 
United  States.  I can  even  go  one  step  further.  I 
believe  the  degree  of  greatness  among  nations 
today  is  proportionate  to  the  degree  of  volun- 
tarism in  those  nations.  We  Americans  yet  have 
the  greatest  proportion.  For  this  I am  most  thank- 
ful. 

My  family  travelled  with  me  most  of  the  time 
and  we  enjoyed  the  things  we  saw  and  did  to- 
gether. We  could  not  visit  Plymouth  Rock,  but 
even  so,  we  are  appropriately  mindful  at  this 
time  of  our  Pilgrim  forbears  and  their  flight 
from  religious  bigotry  and  of  their  Thanksgiving. 
But  we  could  visit  a great  cathedral  and  a great 
synagogue,  monuments  to  our  one  God. 

For  these  things,  my  God,  my  family,  my  coun- 
try, and  my  profession  I give  thanks.  So  much 
more  befalls  our  lot  today,  than  our  Pilgrim 
fathers.  The  sacred  heritage  invested  in  our 
hands  must  be  preserved  for  our  progeny.  Let  us 
be  thankful  for  this  privilege  and  mindful  of 
the  trust. 

We  will  have  pumpkin  pie  this  year  from  our 
own  pumpkin!  I am  truly  thankful. 


24-HOUR  AMBULANCE  SERVICE  *AL  4-4111 


MOTOR  AND  AIR 


A.  L MOORE  & SONS 

Mortuary  and  Ambulance  Service 
Adams  at  Fourth  A v e . . Phoenix 
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In  your  busy  night-and-day 
preoccupation  with  other 
people’s  lives,  it  is  very  diffi- 
cult for  you  to  find  time  to 
think  about  your  own  future. 

Yet  face  it  you  must  for  the 
sake  of  your  family. 
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We  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical  pro- 
fession, and  arrange  for  a visit 
— with  your  lawyer  — to  our 
Trust  Department. 


m 


4 Discuss  your  estate  plans  in 
? detail.  Let  an  experienced 
’J:  Trust  Officer  show  you  how  the 

# group- judgment  of  specialists 
in  the  Trust  field  will  insure 

# your  estate  being  handled 
4 soundly,  economically  — and 
■f::  to  the  letter  of  your  Will. 


RESOURCES  $900  MILLION 

MEMBER  FEDERAL  DEPOSIT  INSURANCE  CORPORATION 
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Air  vents 
in  the  filter. 

Carlton— the  first  cigarette  to 
combine  distinctive  blend, 
high  porosity  paper,  and  a new 
flavor-enriching  filter  with 
activated  charcoal  and  pre- 
cision air  vents. 


Test  results 
on  the  pack. 

On  every  pack,  on  every  car- 
ton of  Carlton  are  printed 
latest  "tar”  and  nicotine  test 
results  as  determined  in  pe- 
riodic analyses  by  an  inde- 
pendent research  laboratory. 


ANALYSES  OF  THE  SMOKE  OF  SAMPLES  OF  CARLTON  CIGA 
RETTES  ARE  MADE  PERIODICALLY  BY  AN  INDEPEND 
ENT  RESEARCH  LABORATORY.  ANALYSES  DURING  THE 
MOST  RECENT  TEST  PERIOD  PRIOR  TO  THE  MANUFAC 
TURE  OF  THE  CIGARETTES  IN  THIS  PACKAGE  AVERAGED 


TAR”*  3.9  MG  PER  CIGARETTE 

NICOTINE  0.4  MG  PER  CIGARETTE 

*SMOKE  COMPONENTS  COMMONLY 
BUT  INACCURATELY  CALLED  “TAR”. 


Carlton.  Low  in  "tar”  and  nicotine,  high  in  smoking  pleasure.  The  lightest 
smoke  of  all.  A cigarette  in  the  tradition  of... 

THE  AMERICAN  TOBACCO  COMPANY— FIRST  IN  CIGARETTE  RESEARCH. 


Product  of  <J/tc  dm&xiectn  .To&cco-fcn 
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The  Broncho  dilator  with  the  intermediate  dose  ofKI 


The  fast-disintegrating,  uncoated  tablet  gives  re- 
lief to  the  asthmatic  in  15  minutes.  The  ephedrine- 
phenobarbital  balance  eliminates  nervousness.  It 
relaxes  broncho-constriction,  liquefies  mucus-plug- 
ging and  is  buffered  for  tolerance. 

Each  tablet  contains  Aminophylline  130  mg., 
Ephedrine  HC1  16  mg.,  Phenobarbital  22  mg. 
(Warning:  may  be  habit -forming),  Potassium 

Iodide  195  mg.  Dosage:  One  tablet,  3 or  4 times 
a day.  Precautions:  Usual  for  aminophylline- 
ephedrine-phenobarbital.  Iodides  may  cause 
nausea,  and  very  long  use  may  cause  goiter.  Iodide 
contraindications:  tuberculosis,  pregnancy.  Issued 
in  l(303s,  1000’s. 


Also  available  as 

mudnciaeGG 

Formula  is  identical  to  Mudrane 
except  that  Glyceryl  Guaiacolate 
100  mg.  replaces  the  Potassium 
Iodide  as  the  mucolytic  expecto- 
rant. Issued  in  100’s  and  1000’s. 

and 

TTm'dJicuieGG 

ELIXIR 

The  formula  of  four  teaspoonfuls 
Elixir  equals  one  Mudrane  GG 
tablet.  Dosage  6 to  1 2 years : 
One  to  two  teaspoonfuls  3 or  4 
times  a day.  Under  6 years, 
adjust  dosage  according  to  age. 
Issued  in  pints  and  half  gallons. 


WILLIAM  P.  PO YTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


814 


Arizona  Medicine 


Editor's  Page 


Eye  To  Eye  Diplomacy 


AT  the  recent  World  Congress  on  the  Cornea 
in  Washington,  D.  C.,  the  director.  Dr.  John 
Harry  King,  pointed  out  some  of  the  areas  in 
which  American  ophthalmology  has  acted  as  a 
potent  diplomatic  force. 

The  International  Eye  Bank  originally  estab- 
lished under  MEDICO  (Medical  Internation 
Co-operative)  has  supplied  more  than  1100  cor- 
neas to  other  countries  since  1961.  In  addition 
to  this  direct  assistance  the  I.E.B.  also  supports 
Fellowships  for  ophthalmologists  from  this  coun- 
try in  foreign  centers,  and  for  foreign  ophthal- 
mologists to  train  in  this  country.  The  “Visiting 
Professor  Program”  encourages  well  established 
American  ophthalmologists  to  visit  foreign  coun- 
tries for  lectures  and  “Medico  Eye  Surgeons” 
includes  American  Specialists  who  teach  and 


operate  in  foreign  countries  for  one  month  at 
their  own  expense.  Teams  of  ophthalmologists 
have  ben  organized  to  lecture  and  demonstrate 
modern  surgical  techniques  in  other  areas. 

International  differences  and  the  advance  of 
communism  have  not  been  solved  by  110  billion 
dollars  in  foreign  aid.  Perhaps  more  programs  in 
other  medical  specialties  can  achieve  what  the 
American  taxpayers  have  not. 

As  Dr.  King  has  pointed  out,  ophthalmolog- 
ists involved  in  these  activities  are  providing  a 
powerful  humanitarian  service  and  are  practicing 
“American  Diplomacy,  Eye  to  Eye.” 

Robert  F.  Lorenzen,  M.D. 

Editor 
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Address  all  correspondence  to  the 
Journal  Offices 

P.  O.  Box  128,  Scottsdale,  Arizona 

Bruce  E.  Robinson 
Business  Manager 

Eastern  Representative 
A.  J.  Jackson,  President  and  Treasurer 
State  Medical  Journal  Advertising  Bureau 
510  N.  Dearborn  St.,  Chicago  10,  Illinois 

“The  material  in  this  journal  is  not  copyrighted.  We  ask 
that  anyone  using  material  from  it  note  the  previous  publica- 
tion in  ARIZONA  MEDICINE.” 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific  arti- 
cles for  publication  in  ARIZONA  MEDICINE.  All  such  con- 
tributions are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Material  submitted  for  publication  in  ARIZONA  MEDI- 
CINE should  conform  to  the  following  policies: 

1.  Manuscripts,  including  references  or  bibliography,  should 
be  typewritten,  double-spaced,  on  one  side  of  the  paper  only, 
and  the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as  fol- 
lowed by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccuracies,  the  ulti 
mate  responsibility  is  the  author’s. 

4.  Articles  are  accepted  for  publication  only  if  they  are 
contributed  exclusively  to  this  Journal.  Ordinarily,  contribu- 
tors will  be  notified  within  60  days  if  a manuscript  is  ac- 
cepted for  publication.  Every  effc  rt  will  be  made  to  return  un- 
used manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all  material. 

6.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 


of  the  authors  and  do  not  necessarily  represent  the  official  stand  of  The  Arizona 
be  sought  in  the  published  proceedings  of  that  body. 
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After  Surgery:  B and  C vitamins  are  therapy 


Therapeuiic  amounts  of  B and  C in  stress  formula  vitamins  often  are  vital  during  periods 
of  physiologic  stress.  STRESSCAPS,  designed  to  meet  increased  metabolic  demands, 
aids  in  achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After 
surgery,  as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 

ST  k SSCAPS 

Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  Bi(ThiamineMononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults, 

1 capsule 

daily,  for  the  treatment  of  vitamin  de- 

ficiencies.  Supplied  in  decorative  “re- 

minder’’  jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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Disaster  Medical  Care  In  Civilian  Hospitals 

Part  IV 


Carl  W.  Waldon,  M.D.,  D.D.S.,  F.A.C.S. 


FRACTURES  might  well  constitute  the  most 
numerous  type  of  injury  and  many  casualties 
will  have  had  first  aid  splints  applied  previous 
to  their  arrival  at  the  hospital.  Closed  fractures 
(formerly  misnamed  simple)  should  be  stabil- 
ized to  prevent  additional  injury  to  muscles, 
vessels  and  nerves  and  thereby  prevent  or  reduce 
additional  shock.  TRACTION  splinting  may  be 
indicated  if  facilities  are  available.  They  may 
be  sorted  as  delayed  as  it  has  been  demon- 
strated that  excellent  results  may  be  obtained 
with  definitive  reduction  done  several  days  later. 

Open  fractures  (formerly  misnamed  com- 
pound) are  serious  and  subject  to  contamination 
by  foreign  bodies  and  infection.  They  are  sur- 
gical emergencies  and  sorted  as  immediate  re- 
quiring the  cleansing  of  wounds,  antibiotics  and 
immobilization  by  splinting  until  indicated  sur- 
gery can  be  performed. 

Most  closed  fractures,  and  some  open,  may  be 
transferred  to  a nearby  holding  building  to  await 
definitive  care  when  conditions  of  great  disaster 
stress  in  the  hospital  have  improved.  The  overall 
adequacy  of  facilities  and  personnel  and  the 
casualty  load  will  determine  when  such  defini- 
tive treatment  may  be  undertaken. 

Fractures  of  the  facial  bones,  mandible,  max- 
illa and  malarzygomatic  compound,  may  em- 


barrass respiration  due  to  displacement  and  ac- 
cumulation of  saliva  and  blood  in  the  pharynx 
and  laryngeal  area.  Trachestomy  may  be  neces- 
sary. Some  degree  of  stabilization  may  be  se- 
cured by  supportive  bandaging  and,  if  available, 
a dentist  can,  by  arch  bar  wiring,  secure  frac- 
tured segments  of  either  jaw.  Delayed  definitive 
care  is  usually  satisfactory  in  fractures  of  the 
jaws. 

Fractures  of  the  skull,  spine,  Thorax  and  pelvis 
are  classified  as  immediate  when  sorted  if  facili- 
ties and  personnel  are  available,  otherwise  same 
may  be  held  as  expectant  or  delayed. 

INFORMATION  CENTER.  Relatives  and 
friends  of  victims  of  a disaster,  the  police,  the 
press  and  others  have  the  right  to  secure  in- 
formation regarding  the  condition  of  casualties. 
This  necessitates  setting  up  a well  organized 
center  for  quick,  accurate  and  courteous  dissem- 
ination of  such  information. 

The  Information  Center  should  be  located  far 
away  from  the  admitting  and  sorting  area  and 
the  emergency  department  in  order  to  prevent 
any  interference  with  the  treatment  of  the  pa- 
tients. A nearby  building  in  a hospital  group,  or 
a building  adjacent  to  the  hospital,  would  be 
excellent  for  this  purpose.  It  should  be  well 
marked  and  have  close  communications  with 
the  administrative  staff  of  the  hospital  who,  in 


November,  1964 


S17 


Editorials 


turn,  would  receive  accurate  data  from  the  treat- 
ment areas  and  wards.  Red  Cross  workers  and 
others  with  some  disaster  experience,  if  avail- 
able, should  staff  the  Information  Center. 

It  is  important  that  this  facility  bet  set  up  in 
the  predisaster  plan  of  the  hospital  and  activaetd 
at  the  time  any  disaster  exercise  is  undertaken. 

Action  must  be  taken  to  make  sure  that  all 
hospital  personnel,  professions,  auxiliary  person- 
nel and  helpers  can  be  located  in  time  of  need. 
Telephone  communication  will  be  the  usual 
method  employed,  but  to  avoid  confusion  and 
overlapping  of  effort,  a pyramid  system  of  tele- 
phoning will  divide  the  responsibility  of  reach- 
ing all  persons  with  duty  assignments.  Included 
in  this  activity  would  be  the  notification  of 
members  of  auxiliary  police  and  fire  departments, 
American  Legion,  V.F.W.,  and  other  organiza- 
tions included  in  the  over-all  community  and 
hospital  disaster  plans. 

The  American  National  Red  Cross  has  organ- 
ized chapters  in  many  counties.  These  stand 
ready  to  function  and  provide  immediate  emer- 
gency services  in  sudden  catastrophes,  in  ac- 
cordance with  the  American  Red  Cross  DIS- 
ASTER ACTION  chapter  guide. 


Local  authorities  — police,  fire,  hospitals, 
Civil  Defense  and  others  — are  to  be  informed 
that  American  Red  Cross  services  are  available 
and  information  maintained  by  constant  liaison. 
Such  services  include  canteen  feeding  at  the 
disaster  site  for  survivors  and  all  authorized  per- 
sonnel and,  when  requested,  at  the  hospitals  for 
patients,  relatives  and  extra  personnel. 

Medical  and  nursing  services  include  First 
Aid  at  the  scene,  and  recruitment  of  additional 
nurses  for  hospitals  when  needed.  An  inquiry 
and  information  service  is  provided  which  may 
well  be  located  in  the  Information  Center  of  the 
hospital.  A wide  variety  of  additional  services 
are  available  including  clothing,  comfort  and 
work  items  for  casualties  and  workers  and  as- 
sistance in  making  travel  arrangements,  shelter, 
temporary  care  of  children  and  the  aged  and 
ill,  communications,  etc. 

The  responsibilities  of  the  Red  Cross  and  that 
of  governmental  agencies  in  situations  when  lives 
are  threatened  and  when  disaster  strikes  are 
shown  in  chart  form  (1959)  and  in  American 
Red  Cross  reports  and  memoranda. 

This  is  the  concluding  article  of  a four  part  series.  Parts  1, 
2 and  3 appeared  in  August,  September  and  October  1964,  res- 
pectively. 


Camelhack  £uhJet  Chapel  and  JuMtal  Hem 

3RD  AVENUE  AND  CAMELBACK  - PHONE  277-2603 
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In  sinusitis,  colds,  U.R. I.,  Dimetapp  lets  your  “stuffed-up”  patients  breathe  easy  again.  Each  long-acting 
Extentab  provides  clear  relief  for  up  to  10-12  hours,  yet  seldom  causes  drowsiness  or  overstimulation. 


BRIEF  SUMMARY:  Indications:  Dimetapp  reduces 
nasal  secretions,  congestion,  and  postnasal  drip  for  symp- 
tomatic relief  of  colds,  U.R. I.,  sinusitis,  and  rhinitis. 
Side  Effects:  In  high  dosages,  occasional  drowsiness 
due  to  the  antihistamine  or  CNS  stimulation  due  to  the 
sympathomimelics  may  be  observed.  Precautions: 


Administer  with  caution  in  the  presence  of  cardiac  or 
peripheral  vascidar  diseases  and  hypertension.  Contra- 
indications: Antihistamine  sensitivity.  Not  recom- 
mended for  use  during  pregnancy. 

^Clinical  report  on  file,  Medical  Department,  A.  II.  Robins  Co..  Inc. 


A.  H.  ROBINS  CO.,  INC,  RICHMOND  20.  VA. 


THE  ULCER  LIFE 

In  this  “pop  art-  assemblage,  artist  Bob  Sullivan  depicts  “the  ulcer  life-’  as  man-in-a-box.  The  wall  of  nails  closing  in  might  well  sym- 
bolize the  toi tin  olis  demands  of  a rigid,  conformist  society.  As  for  the  man,  his  disembodied  psyche  moves  relentlessly  onward  with  the 
blank,  lixed  state  ot  a man  who  has  lost  control  of  his  own  destiny.  Small  wonder  that  his  gastric  mechanism  rebels. 

NUMBER  1 IN  A SERIES 


for  the  ulcer  life: 
a new  strength  of  glycopyrrolate 

ROBINUL  FORTE 

2 mg.  per  tablet 

ROBINUE-PH  FORTE 

glycopyrrolate  2 mg.  phenobarbital  16.2  mg.  (warning:  may  be  habit  forming) 


When  glycopyrrolate  was  first  introduced,  clinicians  were  immediately  impressed  by  the 
remarkable  ability  of  this  compound  to  exert  a more  specific  pharmacologic  action  on  the 
gastrointestinal  tract  than  on  other  organ  systems.  For  example,  they  often  found  that  in 
difficult  patients  the  dosage  could  easily  be  adjusted  upwards  to  achieve  the  desired  suppres- 
sion of  both  hypertonicity  and  secretion  . . . without  paying  the  penalty  of  side  effects  intoler- 
able to  the  patient.  Thus,  it  is  no  surprise  that  many  clinicians  suggested  that  a double-strength 
2 mg.  tablet  of  glycopyrrolate  would  be  both  practical  and  useful.  For  those  patients 
ordinarily  unresponsive  to  anticholinergics  or  for  those  exhibiting  the  more  prominent  symp- 
toms, the  new  Forte  dosage  forms  are  a worthwhile  addition  to  your  ulcer  armamentarium. 


BRIEF  SUMMARY 

indications:  In  addition  to  its  primary  indications  for  duodenal 
and  gastric  ulcer,  glycopyrrolate  is  indicated  for  other  G-I 
conditions  which  may  benefit  from  anticholinergic  therapy. 
Robinul-PH  Forte  (glycopyrrolate  2 mg.  with  phenobarbital)  is 
indicated  when  these  situations  are  complicated  by  mild  anxiety 
and  tension. 

contraindications:  Glaucoma,  urinary  bladder  neck  obstruc- 
tion, pyloric  obstruction,  stenosis  with  significant  gastric 
retention,  prostatic  hypertrophy,  duodenal  obstruction,  cardio- 
spasm (megaesophagus),  and  achalasia  of  the  esophagus,  and  in 
the  case  of  Robinul-PH  Forte,  sensitivity  to  phenobarbital. 


precautions:  Administer  with  caution  in  the  presence  of 
incipient  glaucoma. 

side  effects:  Dryness  of  mouth,  blurred  vision,  urinary  dif- 
ficulties, and  constipation  are  rarely  troublesome  and  may 
generally  be  controlled  by  reduction  of  dosage.  Other  side  effects 
associated  with  the  use  of  anticholinergic  drugs  include  tachy- 
cardia, palpitation,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache,  dizziness, 
drowsiness,  and  rash. 

dosage:  Should  be  adjusted  according  to  individual  patient 
response.  Average  and  maximum  recommended  dose  is  1 tablet 
three  times  a day:  in  the  a.m.,  early  p.m.,  and  at  bedtime. 

See  product  literature  for  full  prescribing  information. 


A.  H.  ROBINS  COMPANY.  INC.,  RICHMOND,  VIRGINIA  | PHARMACEUTICALS  | RESEARCH 
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Trouble  is  I don’t  see  any  way  out. 
I’m  at  a dead  end  in  this  job  and  with 
the  kids  and  all  I can’t  start  over  now 


1 


RECOGNIZE 
THIS  PATIENT 


Indications:  Depression,  both  acute  (reactive)  and  chronic,  especially  when  the  depression  is  accorroanied  by  anxiety,  insomnia,  and  related  symptoms.  Contraindications: 
Boractyzine  hydrochloride  is  contraindicated  in  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to  meprobamatecontraindicate  subsequent  use.  Precautions:  Should 
administration  of  meprobamate  cause  drowsiness  or  visual  disturbances,  the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other  activity  requiring 
alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol  may  possibly  be  increased  by  meprobamate.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies.  Consider  possibility  of  dependence,  particularly  in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually 
after  prolonged  use  at  high  dosage.  Abrupt  withdrawal  may  precipitate  recurrence  of  pre-existing  symptoms,  or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Grand  mal  seizures  may  be  precipitated  in  persons  suffering  from  both  grand  and  petit  mal  Side  effects:  Side  effects  associated  with  ‘Deprol ’ have  consisted 
primarily  of  drowsiness  and  occasional  dizziness,  and  infrequent  skin  rash  and  nausea.  Benaclyzirre  hydrochloride  - Benactyzine  hydrochloride,  particularly  in  high  dosage, 
may  produce  dizziness,  thought-blocking,  a sense  of  depersonalization,  and  a subjective  feeling  of  muscle  relaxation,  as  well  as  anticholinergic  effects  such  as  blurred 
vision,  dryness  of  mouth,  or  failure  of  visual  accommodation.  Other  reported  side  effects  have  included  gastric  distress,  allergic  response,  ataxia,  and  euphoria. 
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When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation 
with  no  somatic  disorder 

-start  the  patient  on  ‘Deprol’ 

Typical  situations  in  which  ‘Deprol’  is  indicated: 

marital  or  other  family  problems  ■ death  of  a loved  one  ■ financial  worries  ■ 
fear  of  cancer,  heart  disease  or  other  life-threatening  illness  ■ pre- 
and  post-operative  apprehensions  ■ retirement  problems,  and. many  other 
stressful  situations  which  cause  the  patient  to  feel  a sense  of  loss, 
guilt  or  unworthiness 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood  of  the 
depressed  patient  without  the  agitation  and  “jitters”  that  often  accompany 
“energizer”  therapy  alone. 

2.  ‘Deprol’  restores  normal  sleep,  relaxes  physical  tensions,  and 
improves  appetite. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 

5.  When  depression  and  anxiety  accompany  physical  illness,  ‘Deprol’  is 
compatible  with  drugs  used  to  treat  these  organic  conditions. 


Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 


WALLACE  LABORATORIES/  Cranbury.  N.  J. 


CD-3561 


Meprobamate  - Drowsiness  may  occur  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dose.  Allergic  or  idiosyncratic  reactions  are  rare,  generally  developing  after 
one  to  four  doses  of  the  drug.  Mild  reactions  are  characterized  by  an  urticarial  or  erythematous,  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with  peripheral 
edema  and  fever,  transient  leukopenia,  and  a single  case  of  fatal  bullous  dermatitis  after  administration  of  meprobamate  and  prednisolone  have  been  reported.  More 
severe  and  very  rare  cases  of  hypersensitivity  may  produce  fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasm,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis,  and  anaphylaxis.  Treatment  should  be  symptomatic  and  the  drug  not  reinstituted.  Isolated  cases  of  agranulocytosis  and  thrombocytopenic  purpura,  and 
a single  fatal  instance  of  aplastic  anemia  have  been  reported,  but  only  when  other  drugs  known  to  elicit  these  conditions  were  given  concomitantly  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  meprobamate  dosage.  Massive  overdosage  may  produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse 
Dosage:  Usual  starting  dose,  one  tablet  three  or  four  times  daily.  May  be  increased  gradually  to  six  tablets  daily  and  reduced  gradually  to  maintenance  levels  upon  estab- 
lishment of  relief  Doses  above  six  tablets  daily  are  not  recommended  even  though  higher  doses  have  been  used  by  some  clinicians  to  control  depression  and  in  chronic 
psychotic  patients.  Supplied:  Light-pink,  scored  tablets,  each  containing  meprobamate  400  mg.  and  benactyzine  hydrochloride  1 mg.  Before  prescribing,  consult  package  circular. 
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In  Memoriam 


HARRY  C.  BIGGLESTONE,  M.D. 

1892-1964 

Harry  C.  Bigglestone,  former  Tucson  physician 
expired  in  San  Diego,  California  on  July  10, 
1964.  Dr.  Bigglestone  was  born  October  9,  1892 
in  Marathon,  Iowa.  He  attended  Morningside 
College,  Sioux  City,  Iowa  where  he  received 
an  A.B.  degree.  He  also  studied  at  the  University 
of  Chicago.  He  received  his  M.D.  degree  at  the 
University  of  Illinois  in  1924.  His  internship  was 
served  at  St.  Elizabeth’s  Hospital  in  Chicago 
from  1924  to  1925.  He  came  to  Arizona  for  his 
health  in  1940  and  after  he  was  rehabilitated  he 
served  one  year  at  New  York  Postgraduate  Cen- 
ter specializing  in  Dermatology,  particularly  skin 
cancer.  He  came  to  Tucson,  Arizona  to  practice 
in  1943,  became  a member  of  the  Pima  County 
Medical  Society  and  the  Arizona  Medical  Asso- 


ciation in  1944.  He  retained  his  active  member- 
ship through  1947,  at  which  time  he  was  stricken 
with  a massive  myocardial  infarction  and  his 
practice  was  terminated.  He  was  an  affiliate 
member  from  1948  to  1953  and  an  associate  mem- 
ber from  1954  to  1964.  Other  organizations  of 
which  he  was  a member  were  Southwest  Der- 
matological Association  and  Alpha  Omega  Alpha. 

Following  his  myocardial  infarction,  Dr.  Big- 
glestone suffered  greatly  from  subendocardial 
anoxia  with  associated  angina  pectoris.  He  never 
complained  and  was  always  cheerful;  he  accept- 
ed his  lot  and  while  he  could  not  return  to 
medicine,  he  remained  intensely  interested  in 
all  phases  of  medicine  and  was  an  avid  reader 
of  medical  publications.  During  most  of  the  time 
after  he  became  disabled,  he  lived  in  San  Diego, 
California. 

Harry  Bigglestone  was  a gentile,  kind  practi- 
tioner of  medicine.  Prior  to  coming  to  Tucson 
for  his  health,  he  had  practiced  in  Iowa.  He 
was  well  loved  by  all  his  patients  and  by  all 
his  confreres. 

Our  sympathy  goes  to  his  survivors:  his  wife, 
Ruth;  his  sons  Harry  C.  and  William  F.  and  a 
daughter,  Airs.  Richard  Fewis. 

Harold  W.  Kohl,  Sr.,  Al.D. 


CHARLES  ROSCOE  FARABEE,  M.D. 

1907-1964 

Doctor  Farabee  was  in  the  practice  of  medi- 
cine in  Tucson,  Arizona  from  1955  to  the  date 
of  his  death.  He  was  born  in  Lexington,  North 
Carolina,  attended  the  University  of  North  Caro- 
lina and  the  Medical  College  of  the  State  of 
North  Carolina.  He  received  his  Al.D.  degree 
in  1834.  His  internship  was  served  at  Watts  Hos- 
pital and  residencies  at  Pima  County  (Arizona) 
General  Hospital  and  at  Tucson  Aledical  Center. 


He  served  an  Assistantship  at  the  Aliller  Clinic, 
Hobart,  Indiana  from  1938  to  1940. 

Dr.  Farabee  was  a member  of  the  American 
Medical  Association,  the  Arizona  Aledical  As- 
sociation, Inc.  and  the  Pima  County  Aledical  So- 
ciety, of  which  he  was  a member  since  1958. 

In  his  medical  work  in  Tucson  he  practiced 
the  highest  type  of  medicine  such  as  to  bring 
honor  to  our  profession.  He  will  be  sorely  missed 
by  his  confreres  and  by  his  patients. 

He  was  a member  of  the  Alasonic  Lodge,  the 
Scottish  Rites,  the  Shriners  and  the  Elks. 

Doctor  Farabee  is  survived  by  his  widow,  Airs. 
Maxine  E.  Warner  Farabee;  two  sons,  Joseph  E. 
and  Charles  R.  Jr.;  one  daughter  Nancy  D.,  and 
a granddaughter,  Jill  Elizabeth,  aged  2 years. 

Our  sympathy  is  extended  to  Doctor  Farabee’s 
entire  family. 

Harold  W.  Kohl,  Sr.,  Al.D. 
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ROBERT  E.  HANCOCK,  M.D. 

1921-1964 

The  sudden  death  of  Bob  Hancock  was  a 
shock  to  his  many  friends  here  in  the  Valley. 
He  had  started  the  practice  of  general  surgery 
here  in  1960  and  was  highly  regarded  by  his 
colleagues  and  patients. 

Dr.  Hancock  graduated  from  the  University 
of  Cincinnati  Medical  School  in  1947  and  in- 
terned at  the  University  of  Pittsburgh  Hospital 
1947-48. 


For  a time  he  did  general  practice  in  Piqua, 
Ohio;  he  returned  to  the  Miami  Valley  Hospital, 
Dayton,  Ohio  and  then  began  a residency  in 
general  surgery  1950  to  1951,  and  completed 
this  at  St.  Elizabeth’s  Hospital,  Youngstown, 
Ohio  1951  to  1954. 

He  returned  to  Piqua,  Ohio  and  conducted 
a practice  in  general  surgery  until  1959  at  which 
time  he  joined  the  staff  of  the  Veterans  Admin- 
istration Facility  at  Whipple,  Arizona,  1959- 
1960. 

He  was  made  a Diplomate  of  the  American 
Board  of  General  Surgery  in  1958. 

His  fellow  physicians,  in  paying  tribute  to 
Bob,  stressed  his  integrity;  his  deep  sincerity 
in  every  undertaking,  and  his  rare  and  bound- 
less faith  and  honesty  and  goodness  of  his  fellow 
man. 

Dr.  Hancock  is  survived  by  his  wife,  Elvera, 
and  two  children,  Marsha  and  Roberta. 

John  W.  Kennedy,  M.D. 


ALDEN  BERTRUC  THOMPSON,  M.D. 

1899-1964 

Dr.  Alden  Bertruc  Thompson  was  born  in 
Matagorda,  Texas  on  September  29,  1899  and 
expired  in  Tucson  on  July  8,  1964.  He  attended 
Howard  University  and  received  his  M.D.  de- 
gree from  that  institution  on  June  11,  1926.  He 
served  his  internship  at  Freedman’s  Hospital, 
Washington,  D.C.,  from  October  1,  1926  to  Oc- 
tober 11,  1927.  His  postgraduate  studies  included 
three  sessions  in  Surgery  at  the  Mayo  Clinic  in 
the  years  1938,  1944  and  1947;  one  in  Surgery  at 
the  Philadelphia  General  Hospital;  one  each  in 
Surgery  at  Freedman’s  Hospital,  Washington, 
D.  C.,  Kansas  City  Municipal  Hospital  and  Har- 
lem Hospital.  In  addition  he  spent  three  sum- 
mers in  Pediatrics  at  Stanford  University  Medi- 
cal School. 


Dr.  Thompson  was  a member  of  the  Pima 
County  Medical  Society,  the  Arizona  Medical 
Association,  Inc.,  the  American  Medical  Asso- 
ciation, Trudeau  Society,  American  Academy  of 
General  Practice  and  the  American  Thoracic 
Society. 

Prior  to  coming  to  Tucson  in  1927  he  practiced 
in  Washington,  D.  C.  from  October  21,  1926 
to  October  1,  1927. 

During  his  36  years  of  practice  in  Tucson  he 
was  embodied  in  the  highest  concepts  of  medical 
philosophy  and  ethics.  Kindly,  humble,  inquisi- 
tive of  the  science  of  medicine,  friendly  and 
devoted  to  his  patients  and  to  his  confreres,  he 
always  had  a ready  smile  of  greeting. 

He  was  a 33rd  Degree  Mason  and  past  Grand 
Master  of  his  Grand  Lodge  and  was  an  active 
member  of  Mt.  Calvary  Baptist  Church.  Fie  was 
active  in  civic  affairs  and  could  always  be  de- 
pended upon  for  sound  advice  regarding  pro- 
posed projects  in  his  community. 

Tucson  has  lost  a respected  member  of  its 
medical  family.  Surviving  are  his  widow,  Willie 
M ae  White  Thompson,  and  his  16  year  old 
daughter,  Evelyn. 

Harold  W.  Kohl,  Sr.,  M.D. 
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PETER  PAUL  ZINN,  M.D. 

1892-1964 

Peter  Paul  Zinn  passed  away  on  March  31, 
1964,  from  a cerebral  hemorrhage. 

Dr.  Zinn  was  born  in  Ogden,  Utah,  February 
23,  1892.  He  attended  Pacific  Medical  College 
in  Los  Angeles,  California,  graduating  in  June, 
1915.  He  began  his  practice  that  year  in  Flag- 
staff, Arizona.  Later  he  served  on  the  staff  of 
the  Arizona  State  Hospital  in  Phoenix,  Arizona, 
and  in  1928  he  went  to  Miami,  Arizona,  and  prac- 


ticed there  until  1929.  That  year  he  returned 
to  Los  Angeles  to  study  radiology.  In  June,  1934, 
he  came  to  Bisbee,  Arizona,  and  was  employed 
by  the  Phelps  Dodge  Corporation  as  a radiolog- 
ist in  the  Copper  Queen  Hospital.  He  kept  that 
position  until  1945,  and  on  September  15th  of 
that  year  he  opened  the  Tombstone  Medical 
Center  which  he  headed  until  1947.  In  that  year 
he  started  private  practice  in  Bisbee,  Arizona, 
which  he  kept  up  until  the  day  before  his  death. 

Dr.  Zinn  was  a life  member  of  BPOE,  Bisbee 
Lodge  671.  He  was  a member  of  the  County, 
State  and  American  Medical  Association;  also 
served  a term  as  President  of  the  Cochise  County 
Medical  Society. 

He  is  survived  by  his  widow,  Caroline  C.  Zinn, 
a daughter  and  a step-son. 

Dr.  Zinn  was  well  known  in  this  community 
and  his  passing  will  be  felt  by  his  friends,  pa- 
tients and  colleagues. 

Joseph  Saba,  M.D. 
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KNOW  THIS  EMBLEM 

More  than  110,000  persons  are  now  wearing 
the  Medic  Alert  Emblem.  Distributed  by  the 
Medic  Alert  Foundation  International,  it  car- 
ries on  one  side  the  Staff  of  Aesculapius  and  the 
words  “Medic  Alert’  in  red,  while  on  the  reverse 
side  is  engraved  the  immediate  medical  prob- 
lem such  as  “diabetes,”  “allergic  to  penicillin,” 
“taking  anti-coagulants,”  “wearing  contact  len- 
ses,” “neck  breather,”  etc.  Last  year  the  Founda- 
tion voted  to  add  the  newly  developed  AM  A 
symbol  for  emergency  medical  identification 
(see  illustration)  to  the  face  of  the  Medic  Alert 
Emblem.  Dr.  John  Paul  Lindsay,  a member  of 
the  District  Medical  Society,  is  a member  of  the 
Foundation’s  National  Medical  Advisory  Com- 
mittee which  made  this  recommendation. 


The  Medic  Alert  Foundation,  a nonprofit  or- 
ganization, maintains  a central  file,  accepting  on 
a 24-hour  basis  collect  calls  from  anywhere  in 
the  world  and  relaying  information  in  the  file 
pertaining  to  the  wearer.  Each  emblem  is  regis- 
tered and  the  serial  number  is  engraved  on  the 
reverse  side,  as  is  the  telephone  number  of  the 
central  file  (209-634-4917).  As  percentage  of 
each  membership  fee  is  placed  in  a special  fund 
to  help  to  perpetuate  this  service. 

Sister  organizations  have  been  established  in 
6 other  countries  — Canada,  New  Zealand,  Spain, 
The  Netherlands,  The  Philippines,  and  Great 
Britain  and  the  Republic  of  Ireland.  The  Medic 
Alert  Emblem  is  registered  in  16  other  countries, 
and  autonomous  branches  will  be  established  in 
them,  too. 

Further  information  and  membership  applica- 
tion forms  may  be  secured  by  addressing  Medic 
Alert  Foundation,  Turlock,  California  953280. 
Membership  fee,  with  emblem  (stainless  steel), 
is  $5.00;  (stering  silver)  $7.50. 
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Just  turned  hypertensive 


A 15  mm.  Hg  drop  in  diastolic  pressure 
would  also  suit  her  very  well 

For  suitably  gradual,  physiologic 
hypotensive  treatment 


1 A 

1 

! 

J 1 

I 

HYDROMQX 

QUINETHAZONE  TABLETS 

antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg, 12  just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.: 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 
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JESSE  D.  HAMMER,  M.D. 


Dr.  Hamer  when  he  started  his  thirty  years  of  service 

in  1934. 


We  take  this  time  and  space  to  humbly  do 
honor  to  a true  man  of  service  to  medicine  and 
humanity.  Doctor  Hamer,  a graduate  of  West- 
ern Reserve  University  in  1926,  joined  the  Ari- 
zona Medical  Association  in  1928  and  has  been 
active  ever  since.  He  joined  the  Board  of  Direc- 
tors as  a Delegate  to  A.M.A.  in  1934  and  has 


J.  D.  HAMER,  M.D. 

15  East  Monroe  St.  - Suite  910 
PHOENIX  4,  ARIZONA 

Sept.  15,  1964 


Board  of  Directors, 

Arizona  Medioal  Association, Ino. , 

Soottsdal#  , Arizona. 

Gontlemeni 

Even  tho  the  occasion  created  within  me  a bit  of  nostalgia 
that  I would  no  longer  serve  with  you  on  the  Board  of 
Directors  of  our  Association!  a service  which  extended  baok 
a period  of  thirty  years  continuously  in  one  office  or 
another^  I am  constrained  and  somewhat  pleased  at  the 
thought  that  I can  slow  down  a bit  in  the  performance  of 
duties  with  the  State  Medical  Association  as  the  years 
got  shorter  and  shorter,  and  older  age  advances  all  too 
rapidly. 

However,  I do  wish  to  extend  to  the  President,  other 
Officers,  and  members  of  the  Board  of  Directors,  my  warm 
appreciation  of  tho  beautiful  plaque  presented  last  May 
to  me,  during  the  President's  Dinner  Dance,  in  recognition 
of  this  thirty  years  service  to  the  Association.  I trust 
that  more  years  will  be  afforded  in  the  future  to  serve 
you  and  the  professional, in  other  capacities,  and  I pledge 
my  best  efforts  in  oarrying  aut  other  duties  in  which  you 
have  placed  mo  on  a local  state  level. 

My  best  wishes  to  all  of  you  in  your  assigned  tasks, 
whether  professional  or  Association  duties,  so  that  tho 
Arizona  Medical  Association  will  continue  to  grow  in 
spirit,  scope,  and  attainments  seoond  to  none  amongst 
tho  various  State  Medioal  Association  of  the  A.M.A. 

Again,  my  thanks  for  the  confidence  and  appreciation  of 
services  during  these  years  past,  that  have  been  placed 
in  me  by  our  Association. 


.D. 

, M.D. 


Respectfully, 


J>sse  D.  Hamer 
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A MAN  DEDICATED  TO  SERVICE 


this  year  completed  thirty  consecutive  years  of 
service  as  a member  of  the  Board  of  Directors. 
This  man  has  truly  “served  where  he  was  need- 
ed.” His  range  of  activities  cover  being  Presi- 
dent of  the  Association  to  being  a member  or 
chairman  of  many  committees,  such  as  Legisla- 
tive, Osteopathy,  Insurance  Investigation,  Med- 
ico-legal, Legal  service,  Arizona  Blue  Shield 
and  many  others. 


At  the  Annual  Meeting  of  the  Association  in 
April  1964,  Doctor  Hamer  was  presented  with 
a plaque  of  appreciation  for  his  thirty  continuous 
years  as  a member  of  the  Board  of  Directors. 
The  following  is  a letter  from  Doctor  Hamer 
expressing  his  appreciation.  It  is  with  true  hu- 
mility and  appreciation  that  we  say  to  Doctor 
Hamer,  “Yours  has  been  a life  of  service,  honor 
and  dedication.” 


Dr.  Hamer  with  the  Plaque  of  Appreciation  in  1964. 
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THROCKMORTON  SPEAKS  ON 

PHARMACY  OWNERSHIP 


Physician  ownership  of  pharmacies  is  ethical 
as  long  as  the  patient  is  not  exploited,  the  Amer- 
ican Medical  Association  told  Congress. 

Robert  B.  Throckmorton,  AMA  general  coun- 
sel, testified  before  the  Senate  Subcommittee  on 
Antitrust  and  Monopoly  that: 

“The  ownership  of  a pharmacy  by  a physician 
cannot  in  itself  be  equated  with  exploitation.  The 
confidence  and  trust  that  the  patient  reposes  in 
his  doctor  — to  use  his  knowledge,  his  skill,  his 
judgment  in  prescribing  medicines,  and  his  un- 
derstanding of  the  patient’s  financial  problems  — 
preclude  a blanket  charge  of  physician-pharm- 
acy-exploitation. 

“It  would  be  a disservice  to  the  public  and  to 
the  medical  profession  if  from  these  hearings 
there  issued  the  unwarranted  impression  that 
physicians  could  not  be  trusted  to  own  pharm- 
acies or  to  carry  on  their  professional  practices 


CENSURE  OF  COUNCIL 

Whereas,  Tarrant  County  Medical  Society 
originated  the  resolution  in  opposition  to  com- 
pulsory area-wide  hospital  planning  which  be- 
came Resolution  45  introduced  into  the  AMA 
House  of  Delegates  by  the  Texas  Delegation  to 
that  House;  and 

Whereas,  the  AMA  House  of  Delegates  (in 
adopting  the  report  of  the  Reference  Committee 
on  Insurance  and  Medical  Service)  took  no  ac- 
tio on  Resolution  45  on  the  grounds  that  it  re- 
affirmed existing  policy  and  agreed  that  the 
Council  on  Medical  Service  should  sponsor  a 
national  conference  on  area-wide  planning  of 
health  facilities;  and 

Whereas,  the  printed  program  of  the  Fourth 
Wtlonal  Congress  on  Voluntary  Health  Insur- 
and  Prepayment  under  the  auspices  of  the 
a Medical  Service  (Las  Vegas,  Oet. 
2-l  M ; ticipants  Mr.  Nelson  Cruikshank 
and  a number  of  other  known  advocates  of 
federal  meed: me  (some  of  whom  possess  medi- 
cal degrees)  and  also  lists  as  participants  for  the 


in  other  more  important  respects  without  ex- 
ploiting their  patients.  It  would  be  unfortunate 
. . . if  a small  incidence  of  violations  and  al- 
leged violations  came  to  be  accepted  as  ‘proof  of 
widespread  unethical  practices.” 

Trockmorton  pointed  out  that  both  the  AMA 
House  of  Delegates  and  the  AMA  Judicial  Coun- 
cil had  ruled  that  it  is  not  wrong,  per  se,  for  a 
physician  to  have  a financial  interest  in  a pharm- 
acy. However,  he  added,  the  AVIA  House  of 
Delegates  last  year  adopted  flat  prohibitions 
against  physician  ownership  in  a drug  repack- 
aging company  or  controlling  interest  in  a phar- 
maceutical company  while  engaged  in  the  prac- 
tice of  medicine.  He  said  that  there  were  rela- 
tively few  cases  of  such  ownership. 

Throckmorton  said  that  less  than  two  per  cent 
of  the  nation’s  280,000  physicians  have  any  fi- 
nancial interest  in  drug  repackaging  companies. 


ON  MEDICAL  SERVICE 

consumer  only  college  professors  and  an  editor 
of  Time;  therefore 

Resolved,  that  in  view  of  this  sample  of  the 
activity  of  the  Council  on  Medical  Service,  the 
Board  of  Directors  of  Tarrant  County  Medical 
Society  expresses  grave  doubt  as  to  the  value 
of  any  conference  on  area-wide  planning  of 
health  facilities  which  might  be  sponsored  by 
the  Council  on  Medical  Service;  and  further 

Resolved,  that  the  Board  of  Directors  of  Tar- 
rant County  Medical  Society,  in  session  Sep- 
tember 8,  1964,  requests  the  Texas  Delegation 
to  AMA  to  sponsor  at  the  coming  meeting  of 
AMA  an  effort  to  censure  the  Council  on  Medi- 
cal Service  for  offering  at  Las  Vegas  a podium 
for  so  many  whose  views  are  inimical  to  the 
practice  of  private  medicine  — coupled  with  an 
effort  to  eliminate  the  proposed  conference  on 
area-wide  planning  unless  the  House  of  Dele- 
gates can  be  assured  of  a meeting  that  will  be 
in  the  interest  of  the  existing  policy  of  the 
House. 
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AMA  RESOLUTION 

TAX  EQUALITY  FOR  THE 
PROFESSIONAL  ASSOCIATION 

Resolutions  Numbered  16  (Arizona),  31 
(Georgia),  and  34  (Florida),  were  introduced 
by  the  States  indicated  into  the  House  of  Dele- 
gates of  the  American  Medical  Association  in 
Annual  Session  June  22,  1964.  The  Report  of  the 
Reference  Committee  on  Legislation  and  Public 
Relations  is  quoted  below. 

“Your  Reference  Committee  next  considered 
Resolutions  16,  31,  and  34.  Resolution  16  is  con- 
cerned with  changes  proposed  by  the  Internal 
Revenue  Service,  in  the  so-called  Kintner  regu- 
lations. Resolutions  31  and  34  call  for  support 
of  proposed  legislation  which  seeks  to  provide 
tax  equality  with  corporations  for  professional 
‘associations’  and  professional  ‘corporations’. 
After  due  consideration  of  all  the  ramifications 
of  these  resolutions,  your  Reference  Committee 
recommends  the  following  substitute  resolution: 

Whereas,  The  American  Medical  Association 
has  on  numerous  occasions  supported  the  prin- 
ciple of  tax  equality  for  all  Americans;  and 

Whereas,  Employees  of  corporations  may  re- 
ceive certain  tax  benefits  withheld  from  the 
self-employed;  and 

Whereas,  The  federal  courts  have  held  in  the 
Kintner  and  Galt  cases  that  ‘professional  asso- 
ciations’ are  to  be  treated  for  tax  purposes  as 
corporations;  and 

Whereas,  The  Internal  Revenue  Service  issued 
regulations  dealing  with  the  subject  of  profes- 
sional associations;  and 

Whereas,  The  Internal  Revenue  Service  has 
since  proposed  amendments  to  these  regulations 
which  discriminate  against  profesisonal  associa- 
tions and  professional  corporations  and  are  with- 
out authority  of  law;  and 

Whereas,  Legislation  has  been  introduced  to 
provide  tax  equality  with  business  corporations 
for  ‘professional  associations’  and  professional 
corporations’;  therefore  be  it 

Resolved,  That  the  American  Medical  Asso- 
ciation continue  its  vigorous  opposition  to  tax 
regulations  that  discriminate  against  'professional 
associations’  and  ‘professional  corporations’;  and 
be  it  further 

Resolved,  That  the  American  Medical  Asso- 
ciation continue  its  support  of  legislation  which 
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seeks  to  provide  tax  equality  with  business  cor- 
porations for  ‘professional  associations’  and  ‘pro- 
fessional corporation.” 

The  substitute  Resolution  was  recommended 
adopted  by  the  Reference  Committee  on  Legis- 
lation and  Public  Relations  and  was  adopted  by 
the  House  of  Delegates  of  the  American  Medi- 
cal Association  June  24,  1964. 

It  should  be  noted  that  the  above  Resolution 
is  an  excellent  example  of  the  fact  that  the  ac- 
tions of  Arizona  doctors  do  reach  the  very  high- 
est level  of  policy  making  in  the  American  Medi- 
cal Association  and  do,  therefore,  become  policies 
when  approved  by  the  House  of  Delegates.  Too 
often  it  is  felt  that  the  doings  of  ArMA  are  great- 
ly a waste  of  time.  The  above  Resolution  indi- 
cates that  this  is  certainly  not  the  case. 


YOU  ARE  SUPPORTING 
FISHERMEN 

By  a vote  of  202  to  170  the  House  of  Repre- 
sentatives passed  S 978  which  permits  nearly 
118,000  self-employed  fishermen  free  medical 
care.  This  bill,  which  some  say  goes  further 
toward  socialized  medicine  than  any  Medicare 
program,  permits  self-employed  fishermen  to  re- 
ceive at  tax  payers  expense  medical  care  and 
hospitalization  at  hospitals  operated  by  the 
United  States  Public  Health  Service. 


ARIZONA  SURGEONS 
RECEIVE  FELLOWSHIPS 

The  Degree  of  Fellowship  was  granted  to  the 
following  doctors  by  the  American  College  of 


Surgeons  at  their  recent  five  day  meeting  in 
Chicago: 

William  E.  Brownlee,  M.D Tucson 

Chauncey  D.  Buster,  M.D Yuma 

Humberto  C.  Gonzalez,  M.D Tucson 

Daniel  J.  Kuntz,  M.D Mesa 

James  A.  Laugharn,  M.D Phoenix 

Herbert  J.  Louis,  M.D Phoenix 

Mason  C.  Reddix,  M.D Phoenix 

Webster  L.  Sage,  Jr.,  M.D Phoenix 

Wesley  A.  Soland,  Jr.,  M.D Tucson 
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The  Board  of  Medical  Examiners  of  the  State 
of  Arizona  in  meeting  held  August  8,  1964,  elect- 
ed the  following  officers  for  the  fiscal  year  1964- 
65:  Carlos  C.  Craig,  M.D.  of  Phoenix,  President; 
Howard  W.  Finke,  M.D.  of  Superior,  First  Vice 
President;  Melvin  W.  Phillips,  M.D.  of  Prescott, 
Second  Vice  President;  Roy  O.  Young,  M.D.  of 
Scottsdale,  Secretary-Treasurer;  and  W.  R.  Man- 
ning, M.D.  of  Tucson,  Member.  The  Board  also 
appointed  Paul  R.  Boykin,  Scottsdale,  as  its 
Executive  Secretary  and  Bruce  E.  Robinson, 
Assistant  Executive  Secretary  for  its  new  offices, 
Suite  202,  4601  North  Scottsdale  Board,  Scotts- 
dale; the  mailing  address  remaining  Post  Office 
Box  128,  Scottsdale  and  the  telephone  number 
946-3420. 

Fifty-two  (52)  licenses  to  practice  medicine 
in  Arizona  were  granted  by  the  Board  at  its 
meeting  aforementioned  and  fifty-one  (51)  li- 
censes were  granted  at  its  meeting  in  May,  1964, 
as  follows: 

AMOS,  William  Eugene  (D),  461  W.  Catalina, 
Phoenix,  Arizona;  ATKINSON,  George  Stanford 
(OPH-ALR),  418  High  Avenue  East,  Oskaloosa, 
Iowa;  AVEGNO,  John  Hilliard  (ALR),  3225 
Napoleon  Avenue,  New  Orleans,  La. 

BALL,  Joseph  Wainwright  (P),  650  Royal  Av- 
enue, Medford,  Oregon;  BARBER,  Richard  Rob- 
bins (GYN),  77  Bedford  Street,  Stamford,  Con- 
necticut; BARD,  Eli  (OPH),  Republic  Building, 
Denver  2,  Colorado;  BOIKAN,  William  Sclair 
(I  C),  25  E.  Washington,  Chicago,  Illinois. 

CALLEN,  Irwin  Robert  (I),  4753  North  Broad- 
way, Chicago,  Illinois;  CLEMENTS,  Neil  Carl- 
ton (S),  720  North  Country  Club  Road,  Tucson, 
Arizona;  CORNFELD,  Joseph  Solomon  (R),  479 
Lyceum  Avenue,  Philadelphia  28,  Pa. 

DAVIDSON,  Sheldon  (OPH  ALR),  13424 
North  33rd  PL,  Phoenix,  Arizona;  DEMING, 
Pierson  Presbrey  (U),  715  North  Cascade,  Col- 
orado Springs,  Colo.;  DUVAL,  Jr.,  Merlin  Kear- 
• ott  (ADM),  University  of  Arizona,  Tucson,  Ari- 
zona. 

ELLSWORTH,  Jr.,  Preston  Blair  (GP),  1106 
Luth  Boulevard,  Idaho  Falls,  Idaho;  ESTES, 

^ 1 (OPH),  2065  Adelbert  Road, 

Cleveland  6,  Ohio. 

FORMAN,  Burnett  Bud  (GP),  604  North  4th 
Street,  Shelton,  Washington. 


GHOLZ,  Lawrence  Melvin  (GP),  Arizona 
Children’s  Colony,  Coolidge,  Arizona;  GLEA- 
SON, Donald  Mark  (U),  622  West  168th  Street, 
New  York  32,  N.Y.;  GROBERT,  Marshall  Jay 
(U),  4967  East  7th  Street,  Long  Beach,  Calif. 

HULL,  Terrance  Ward  (OB  GYN),  Good  Sam- 
aritan Hospital,  Phoenix,  Arizona. 

JACKSON,  Jr.,  Howard  Clay  (GP),  104  E. 
Third  Street,  Madison,  Indiana. 

KAUFMAN,  Raymond  Earl  (PH),  Maricopa 
County  Health  Dept.,  Phoenix,  Arizona;  KEL- 
LER, Robert  Stephen  (GP),  P.O.  Box  128, 
Apache  Junction,  Arizona. 

LEITCH,  Jr.,  Gordon  Berkeley  (OPH),  919 
S.W.  Taylor  St.,  Portland  5,  Oregon;  LOGAN, 
Richard  Seymour  (PD),  3124  East  State  St.,  Fort 
Wayne,  Indiana;  LUNDY,  John  Silas  (ANES), 
100-110  W,  Highland  Dr.,  Seattle,  Wash. 

MacKAY,  Calvin  Reynolds  (OR),  8841  Encino 
Ave.,  Northridge,  California;  MASON,  Stuart 
Alan  (A)  (I),  3780  Blossom  Lane,  Odessa,  Texas; 
MATLOCK,  Thomas  Arthur  (GP),  248  Third 
Ave.  East,  Kalispell,  Montana;  MINKOFF,  Sher- 
man Martin  (I),  Veterans  Administration  Hosp., 
Hines,  Ilk;  MOYERS,  Jr.,  Emmet  DeWitt  (OB 
GYN),  596  South  Carroll,  Sunnyvale,  California. 

NIXON,  Richard  Roy  (R),  218  E.  Stetson 
Drive,  Scottsdale,  Arizona;  NOLAN,  John  Jo- 
seph (OB  GYN),  95  Morgan  Street,  Stamford, 
Connecticut. 

POYNTER,  Joseph  Hollis  (U),  University  of 
Colo.  Med.  Center,  Denver. 

RICEWASSER,  Henry  (GP),  6640  N.  Western 
Avenue,  Chicago  45,  111.;  ROWLAND,  William 
Vernon  (ANES),  4550  N.  51st  Avenue,  Phoenix, 
Arizona. 

SCHIMMELPFENNIG,  Robert  William  (PD), 
1013  Parrett  Street,  Evansville  13,  Ind.;  SEL- 
NER,  John  Canty  (PD),  5925  S.W.  Nevada 

Court,  Portland,  Oregon;  SHAFFER,  Bertrand 
Norman  (GP),  USPHS  Hospital.  Lexington,  Ken- 
tucky; SHAFFER,  Ingeborg  Eva  Blass  (GP),  136 
W.  Leesway  Dr.,  Lexington,  Kentucky;  SPIT- 
ALNY,  Lawrence  Allan  (OPH),  963  Chesterfield 
Road,  Haddonfield,  N.J.;  STODDARD,  Freder- 
ick Jackson  (OB  GYN),  425  East  Wisconsin  Av- 
enue, Milwaukee,  Wise.;  STRAUSS,  Paul  Ul- 
rich (P),  San  Diego  County  Gen.  Hosp.,  San 
Diego;  STULL,  Jr.,  Fred  Edward  (R),  P.O.  Box 
1835,  Flagstaff,  Arizona. 

THURMAN,  George  Edward  (GP),  2610  W. 
Bethany  Home  Road,  Phoenix,  Arizona;  TIP- 
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TON,  John  Burke  (PL),  2877  Burlington,  Ann 
Arbor,  Michigan. 

WARD,  James  Allan  (Student  Health  Serv.), 
University  of  Arizona,  Tucson,  Arizona;  WIL- 
LINGHAM, Charles  Harold  (OR),  107  B Mason 
Street,  Fort  Huachuca,  Arizona;  WILSON,  Ed- 
ward Allen  (GP),  501  West  Royal  Palm  St., 
Phoenix,  Arizona;  WRIGLEY,  Benham  Robert, 
(GP),  300  E.  War  Memorial  Dr.,  Peoria,  Illinois. 

ZACHER,  Richard  Charles  (GP),  350  W. 
Thomas  Road,  Phoenix,  Arizona 

At  its  regular  meeting  on  Saturday,  August 
8,  1964,  the  following  licenses  were  issued: 

AAGESON,  Walter  Jennings  (ALR),  702  An- 
derson Bank  Building,  Anderson,  Ind. 

BEVAN,  James  Leroy  (GP),  1800  East  Speed- 
way, Tucson,  Arizona;  BROWN,  Carleton  Jus- 
tus (GP),  Dispensary,  N.A.S.,  Cecil  Field, 
Florida;  BROWN,  Lewis  James  (NS),  926  East 
McDowell  Road,  Phoenix,  Arizona. 

CALL,  David  Lee  (ALR),  461  W.  Catalina 
Drive,  Phoenix,  Arizona;  COLES,  Jr.,  James 
Henry  (OBG),  Maricopa  County  Hospital,  Phoe- 
nix, Arizona;  COMPTON,  Jr.,  Samuel  Paul  (GP), 
565  North  Arizona  Avenue,  Chandler,  Arizona; 
CROWE,  Jr.,  Charles  Peter  (S),  Appalachian 
Regional  Hospital,  South  Williamson,  Kentucky. 

DANFORTH,  John  Thomas  (PD),  1150  Coun- 
try Club  Drive,  Mesa,  Arizona;  DENTON,  Sher- 
wood Edwin  (U),  550  West  Thomas  Road,  Phoe- 
nix, Arizona. 

ESPOSITO,  Francis  Anthony  (R),  Harbor 
Gen.  Hospital,  Torrance,  Calif. 

FAHMY,  George  (GP),  Good  Samaritan  Hos- 
pital, Phoenix,  Arizona;  FISHMAN,  Arthur  (U), 
2040  W.  Bethany  Home  Road,  Phoenix,  Arizona; 
FITZPATRICK,  John  Edward  (OM  GP),  1208 
Bonita  Street,  Grants,  New  Mexico. 

GARBAYO,  Rafael  (S),  Pima  County  Hospital, 
Tucson,  Arizona;  GRASS,  Lawrence  Edward 
(GP),  2040  West  Bethany  Home  Road,  Phoenix, 
Arizona;  GUNDZIK,  John  Daniel  (OPH),  22  Vic- 
tory Avenue,  Shirley,  L.I.,  N.Y. 

HAGAN,  Robert  Leslie  (GP),  6838  N.  23rd 
Avenue,  Phoenix,  Arizona;  HAWS,  David  Virgil 
(GP),  2500  East  Van  Buren  St.,  Phoenix,  Arizona; 
HEINLEIN,  Joseph  Carl  (PD),  2530  East  Broad- 
way, Tucson,  Arizona;  HEYWOOD,  Richard 
Neal  (PH),  Peoria  City  Health  Dept.,  Peoria,  111.; 
HINGER,  James  Arvid  (GP),  431  North  Miller 
Street,  Mesa,  Arizona;  HUBBARD,  Jack  Otto 
(OR),  222  East  4th  St.,  Suite  C-l,  Scottsdale; 
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HUGHES,  Jr.,  Ray  Dauson  (GP),  2040  W.  Beth- 
any Home  Road,  Phoenix,  Arizona. 

KENDALL,  Arnold  Leonard  (GP),  2500  E. 
Van  Buren  St.,  Phoenix,  Arizona;  KENT,  Jr., 
Charles  Travis  (ANES),  Craycroft  and  2nd  St., 
Tucson,  Arizona;  KNAPP,  James  Richard  (R), 
Baptist  Hospital  of  Scottsdale,  Scottsdale;  KRIG- 
BAUM,  David  (PD),  4950  East  Thomas  Road, 
Phoenix,  Arizona. 

LONG,  Michael  Terrance  (N),  350  West 
Thomas  Road,  Phoenix,  Arizona. 

MENDELSOHN,  Frederick  Sydney  (P),  950 
Park  Avenue,  New  York  City,  N.Y.;  MEYER, 
Henry  Robert  (I),  601  — 5th  Avenue,  Yuma, 
Arizona;  MITTELDORF,  Julian  Walter  (PATH), 
Good  Samaritan  Hospital,  Phoenix,  Arizona; 
MORENO,  Oscar  Vazquez  (GP),  1518  Main 
Street,  Florence,  Arizona;  MORENTIN,  Benja- 
min Ortiz  (OBG),  Tucson  Medical  Center,  Tu- 
cson, Arizona;  MURRAY,  Francis  Menard  (I), 
P.O.  Box  1177,  Durango,  Colorado. 

RUSSELL,  Jr.,  William  (OB  GYN),  333  West 
Thomas  Road,  Phoenix,  Arizona. 

SCHEERER,  Paul  Philip  (I),  444  West  Osborn 
Road,  Phoenix,  Arizona;  SCHULTZ,  Robert 
James  (I),  550  West  Thomas  Road,  Phoenix, 
Arizona;  SILVER,  Arthur  Daniel  (PATH),  3435 
West  Durango,  Phoenix,  Arizona;  SIMONS, 
John  Nelson  (PL),  8020  Dearborn  Dr.,  Prairie 
Village,  Kansas;  SNIDER,  Clovis  Jack,  Univer- 
sity Hospital,  Ann  Arbor,  Michigan;  SPANIER, 
Manus  Rapier,  Veterans  Administration  Hospital, 
Tucson;  STEJSKAL,  Robert  Eugene  (R),  550 
West  Thomas  Road,  Phoenix,  Arizona;  STOLL, 
William  Morgan  (TS  C),  238  Little  Road,  Green 
Bay,  Wisconsin;  STOY,  Robert  Paul  (S  OR),  1023 
E.  Florence  Blvd.,  Casa  Grande,  Ariz. 

UDELMAN,  Harold  David  (P),  333  Wesjt 
Thomas  Road,  Phoenix,  Arizona. 

VARGAS,  Jaime  Calderon  (NS),  Tucson  Medi- 
cal Center,  Tucson,  Arizona. 

WATSON,  Ernest  Starr  (PD),  172  Schiller 
Street,  Elmhurst,  Illinois;  WESTERVELT,  Mark 
Justin  (GP),  Medical  Clinic  Building,  Camp 
Verde,  Arizona;  WHITE,  Whitney  (Anthony) 
Ryan  (S),  Miami  Inspiration  Hospital,  Miami, 
Arizona. 

ZIEHM,  Donald  James  (OB  GYN),  Good  Sam- 
aritan Hospital,  Phoenix,  Arizona;  ZUBER,  Sid- 
ney H.  (PATH),  1130  East  McDowell  Road, 
Phoenix,  Arizona. 

The  President  of  the  Board,  Doctor  Craig, 
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together  with  the  Executive  Secretary  have  in 
recent  weeks  visited  hospitals  in  the  Phoenix 
area  having  approved  training  programs,  offering 
explanation  of  the  new  medical  licensing  provi- 
sions enacted  by  the  1964  Arizona  Legislature, 
particularly  to  the  interns  and  residents  engaged 
in  such  programs  and  in  an  effort  to  guide  hos- 
pital administrators  and  directors  of  medical  edu- 
cation in  following  statutory  provisions  of  the 
new  law. 

W.  R.  Manning,  M.D.  of  Tucson,  with  the 
Executive  Secretary,  will  represent  the  Board  at 
a similar  meeting  for  the  Tucson  hospitals,  cur- 
rently scheduled  for  November  21,  1964  in  the 
St.  Mary’s  Hospital,  on  the  eighth  floor,  at  12:30 
P.M. 

The  next  regularly  scheduled  examinations  of 
the  Board  will  be  given  on  December  16,  17 
and  18,  1964,  with  the  regular  licensure  meet- 
ing scheduled  for  January  9,  1965. 


POST-EZE  SYSTEMS  ARE 
AVAILABLE  FOR: 


★ ACCOUNTS  RECEIVABLE 

★ ACCOUNTS  PAYABLE- PURCHASES 

★ ACCOUNTS  PAYABLE -CASH  DISBURSEMENT 


Now,  small-  and  medium-size  offices 
can  effect  the  economies  of  mechanized 
accounting  without  buying  machines  or 
employing  specialized  operators. 


$ POST'  simplified  plans  save 

up  to  66%  of  time,  eliminate  trans- 
cription errors,  and  keep  all  records  up- 
to-date  and  in  balance,  because:  - — - 

ONE  writing  posts  all  records 
ONE  simple  proof  proves  all  records 

To  Learn  How  you  will  save  up  to  66% 
(it  only  takes  10  minutes) 

CALL  FOR  TRAINED  REPRESENTATIVE 


REPRINTS  AVAILABLE 

The  cost  is  very  reasonable. 

For  further  information  write  to  — 

ARIZONA  MEDICINE 

P.  O.  Box  128  Scottsdale,  Arizona 


PRINTING  - LITHOGRAPHY  ■ ROTARY 


ALpine  4-6611 
3111  N.  29th  Avenue 
PHOENIX,  ARIZONA 

MAin  2-2446 
604  N.  4th  Avenue 
TUCSON,  ARIZONA 


Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY 

MAURICE  ROSENTHAL,  M.D. 

GEORGE  SCHARF,  M.D. 

SEYMOUR  B.  SILVERMAN,  M.D. 

BLAND  GIDDINGS,  M.D. 

GERALDINE  PACE,  M.D. 

^TMplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1 1 30  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 


DEPARTMENT  OF  RADIOLOGY 

MARCY  L.  SUSSMAN,  M.D. 
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Future  Medical  Meetings  and  Postgraduate  Education 


FALL  CLINICAL  CONGRESS 
Arizona  Chapter 

AMERICAN  COLLEGE  OF  SURGEONS 

Safari  Hotel 
Scottsdale,  Arizona 
NOVEMBER  20  and  21,  1964 

Guest  Speakers 

Gilbert  Campbell,  M.D. 

University  of  Oklahoma 

Conrad  Collins,  M.D. 

Tulane  University 

Mason  Morfit,  M.D. 

University  of  Colorado 

Robert  Samp,  M.D. 

University  of  Wisconsin 


SEMINAR  ON  IMMUNIZATION 

Arizona  Academy  of  General  Practice 
November  14  — Tucson  — Ramada  Inn 
November  1 5 — Phoenix  — Ramada  Inn 


PAN  AMERICAN  MEDICAL 
WOMEN'S  ALLIANCE 

November  14-21,  1964 
Hollywood,  California 


AMERICAN  SOCIETY  OF 
HEMATOLOGY 

November  15-17,  1964 
Olympic  Western  Hotel 
Seattle,  Washington 


ARIZONA  DIVISION  OF  THE 
AMERICAN  CANCER  SOCIETY 

1965  CANCER  SEMINAR 
March  17,  18,  19,  20,  1965 
Tucson,  Arizona 


WESTERN  SURGICAL  ASSOCIATION 

November  19-21,  1964 
Colorado  Springs,  Colorado 


ANNUAL  MIDWINTER  RADIOLOGICAL 
CONFERENCE 

January  30  and  31,  1965 
Biltmore  Hotel,  Los  Angeles,  California 


Plan  now  for  the 

EIGHTH  ANNUAL  CARDIAC 
SYMPOSIUM 
of  the 

Arizona  Heart  Association 

Arizona  Biltmore  Hotel 
Phoenix,  Arizona 
JANUARY  29  and  30,  1965 

Guest  Speakers 

C.  Walton  Lillehei,  M.D. 
Minneapolis,  Minnesota 

S.  Gilbert  Blount,  Jr.,  M.D. 
Denver,  Colorado 

Aubrey  Leatham,  M.D. 
London,  England 

Thomas  W.  Mattingly,  M.D. 
Washington,  D.C. 
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Gesundheit!” 

...is  just  for  the  sneeze 

but  for  symptomatic  relief  of  the 
common  cold... 

‘EMPRAZIL’ 

TABLETS 

Each  layered  tablet  contains: 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  20  mg. 
‘Perazil’®  brand  Chlorcyclizine  Hydrochloride.  ...  15  mg. 

Phenacetin  150  mg. 

Aspirin  200  mg. 

Caffeine  30  mg. 

To  relieve  the  aches,  pains,  fever  and  respiratory  conges- 
tion of  the  common  cold,  flu  or  grippe  with  one  product 
...specify  ‘Emprazil’. 

Caution:  While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used  with 
caution  in  hypertension.  Also,  while  chlorcyclizine  has  a 
low  incidence  of  antihistaminic  drowsiness,  the  usual  pre- 
cautions should  be  observed. 

Supplied:  Bottles  of  100  and  1000. 

Also  available  with  codeine  — on  prescription  only— as 
'EMPRAZIL-C'®  tablets 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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DECEMBER  9,  10,  11,  12,  1964  - MOUNTAIN  SHADOWS  - PHOENIX,  ARIZONA 


(jueAt  Speaker  A 


DISASTER  MEDICINE 

Dr.  Bernard  Druetto,  O.F.M. 

Chaplain,  Island  Quemoy 

SURGERY  OF  THE  MITRAL 
VALVE  IN  CHILREN 

Dr.  Jorge  Espino  Vela,  Director 
Institute  of  Cardiology  for  Congenital  Disease 
University  of  Mexico 
President  Mexican  Cardiology  Society 

CIVIL  DEFENSE 

Dr.  Cecil  Coggins 

Medical  Director  for  Medical  Disaster 
State  of  California 

HEART-LUNG  TRANSPLANTATION 

Dr.  Alfonso  Topete  Duran 
Professor  of  Surgery 
University  of  Gaudalajara 


SCORPIONS, 


SNAKES  AND  GILA 

Dr.  Frank  Shannon 
Wickenburg 


MONSTERS 


MAMMOGRAPHY 

Dr.  Andre  Bruwer 
Tucson  Medical  Center 

MEDICAL  EDUCATION 

Dr.  Gonzales  Muguria, 

Dean  of  Guadalajara  Medical  University 

PANCREATITIS 

Dr.  Merlin  K.  Duzal, 

Dean  College  of  Medicine 
University  of  Arizona 

PSYCHOSOMATIC  MEDICINE 

Dr.  Irene  Josselyn 
Nationally  known  child  Psychiatrist 

THORACIC  SURGERY  FOR 
TRAUMATIC  INJURIES 

Dr.  Paul  Samson 

President  Society  of  Thoracic  Surgery 
Governor,  American  College  of  Surgeons 


Panel  Pregtam 


ADULT  AND  CHILD  DIARRHEA 

Dr.  Robert  Ganelin,  Chairman 
Dr.  Melvin  Goodwin,  Jr. 

ALLERGY 

Dr.  Milton  Dworin,  Chairman 
Dr.  Daniel  Goodman 
Dr.  Arturo  Blockaller 
Dr.  James  Sutton 

CANCER  CHEMOTHERAPY 

Dr.  Howard  Kimball,  Chairman 
Dr.  Mario  Paredes 
Dr.  Donald  Rochlin 
Dr.  Jessie  Steinfeld 

* Additional  Mexican  panelists  to  be  announced. 


ETIOLOGY  AND  PREVENTION 
BIRTH  DEFECTS 

Dr.  Oliver  Nichols,  Chairman 
Dr.  Alvin  Sidell 
Dr.  J.  Espino  Vela 
Dr.  Raymond  Sennet 

PULMONARY  DISEASE 

Dr.  Howard  Kravets,  Chairman 
Dr.  Hugh  Hull 
Dr.  Herman  Lipow 

THORACIC  SURGERY 

Dr.  Laurence  Miscall,  Chairman 
Dr.  Alfonso  Topete  Duran 
Dr.  C.  Thomas  Read 
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• Mail  copy  to  Business  Manager,  ARIZONA 
MEDICINE,  Post  Office  Box  128,  Scottsdale, 
Arizona  85252,  not  later  than  the  tenth  of  the 
month  preceding  publication. 


ALLERGY 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — ALpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate 

American  Board  of  Internal  Medicine 
and  Subspecialty  Board  of  Allergy 

31  W.  Camelback  Road  500  W.  10th  Place 

Phoenix  Mesa 

277-3337  969-3966 


HOWARD  M.  PURCELL,  JR.,  M.D. 

JAMES  A.  SMIDT,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 


DERMATOLOGY 


WILLIAM  E.  AMOS,  M.D. 

DERMATOLOGY 

Diplomate  of  American 
Board  of  Dermatology 

Phone  264-9044 

461  W.  Catalina  Dr.  Phoenix,  Arizona 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 

F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 
Phoenix  13,  Arizona 

A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 


ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  - A.  L.  Swenson,  M.D. 
F.A.C.S.*  - Ray  Fife,  M.D.,  F.A.C.S.*  - Sidney  L.  Stovall,  M.D. 
F.A.C.S.*  - Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 

*Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  Street  — Phoenix,  Arizona  — CR  7-6211 
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PATHOLOGY 

LOWELL  C.  WORMLEY,  M.D.,  F.A.C.S. 


LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 


PSYCHIATRY 


LEO  RUBINOW,  M.D, 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 


RADIOLOGY 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology  and  X-ray  Therapy 

1313  N.  Second  St. 

Phone  ALpine  8-3484 
Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  McDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

ALpine  8-1601  WHitney  5-3959 


SURGERY 


DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  MA  2-3371  Home  Phone  EA  5-9433 


Mid-Town  Medical  Building 
1 North  1 2th  Street 
Phoenix,  Arizona 


Pharmacy  Directory 

Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


Fairmont  Pharmacy 

3231  East  McDowell  Road  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS  - COSMETICS  - FOUNTAIN 
BRidge  5-5719  FREE  DELIVERY 


iScottsJalc  call 

Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


Phone  MAC 

1[  ALpin 4-2606 

or 

ALpin  2-1573 

\v  \ In  Ariiona  Since  1920 


FAST  FREE  DELIVERY 


THE  STOfcE  * 2303  N,  7*  St 
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Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mesa  - Tempe 
Maryvale  - Glendale  - Westown  - Sunnyslope 
Paradise  Hills  - Carefree  - Apache  Junction 
Globe  - Miami  - Casa  Grande  - Wickenburg 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
218  E.  Stetson  Drive 


PHYSICIANS  WANTED 

Eye-Ear-Nose-Throat-Orthopedist-Urologist 
To  lease  space  for  January  1,  1965  occupancy  in  new 
Medical  Building  directly  across  street  from  main  hospital 
in  Yuma,  Arizona.  For  further  information  contact  Earnest 
Johnson,  Wilson  & Van  Sant,  6122  N.  7th  St.,  Phoenix, 
Arizona  — Phone  264-7561. 


MEDICAL  RESEARCHER  - 20  YEARS  EXPERIENCE  - 
DESIRES  TO  DO  FREE  LANCE  RESEARCH 

Capable  of  doing  all  phases  of  medical  literature  research 
— bibliographies,  abstracts,  etc. 

Rates  and  References  Supplied  on  Request 

Reply  to  Box  64-1,  Arizona  Medicine,  P.  O.  Box  128 
Scottsdale,  Arizona 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

5133  N.  Central  Ave.  — Phoenix 
Telephone  277-1487 


Spacious  Home,  beautifully  furnished  on  two 
and  a half  acres  in  Paradise  Valley.  Available 
on  year  lease  or  six  months  lease  at  $600.00 
per  month  and  $1,000.00  per  month  respec- 
tively. Three  bedrooms  — three  baths  — pool 
— lovely  fenced  grounds. 

Call  — Harold  Kennedy,  Broker 
945-1263 


Scottsdale,  Arizona 


Classified 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  EA  7-7471 
At  Your  Service  24  Hours  Daily 
3029  E 2nd  St.  Tucson,  Arizona 

“Established  1932" 


' WANTED:  Administrative  Position,  full  time  or 
— by  Board  Certified  General  Surgeon;  age 
33  V-  , health;  married  with  family;  FACS;  West  or 

South-,  : o c - - ; on.  Reply  Box  64-3,  ARIZONA  MEDICINE, 

P.  O.  Bor  125.  cottsdale,  Arizona. 


DIRECTORY  & CLASSIFIED 
ADVERTISING  RATES 

$3.50  FOR  THE  FIRST  FIFTY 
WORDS  OR  LESS;  5c  FOR  EACH 
ADDITIONAL  WORD  THEREAFTER 

no  extra  charge  for  box  numbers 

Directory  and  Classified  Copy  For 
Advertisements  Will  Be  Accepted 
Thru  the  Tenth  of  the  Month 
Preceding  Date  of  Issue. 
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AMYTAL 
HIES 
THE  EDGE 
OFF 
DAYTIME 
ANXIETY 
AND 
TENSION 


Amytal  is  a moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  an  absolute  contraindica- 
tion to  the  drug. 

Side-Effects:  Idiosyncrasy  or  allergic  reactions  to  the  barbi- 
turates may  occur. 

Precautions  and  Contraindications:  Amytal  should  be  used 
with  caution  in  patients  with  decreased  liver  function,  since  a 
prolongation  of  effect  may  occur.  Administration  in  the  presence 
of  uncontrolled  pain  may  produce  excitement.  Warning— May 
be  habit-forming. 

Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (1/2  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 


Additional  information 
available  to  physicians 
upon  request.  Eli  Lilly 
and  Company,  India- 
napolis 6,  Indiana. 


AMYTAL' 

AMOBARBITAL 
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Announcing 


• . the  Second  Volume  in  the  New  Series  from 
SAUNDERS 


Polypoid  Lesions  of  the 

Gastrointestinal  Tract 

by  Claude  E.  Welch,  M.D. 


Figure  3-25.  Location  of  cancer 
anil  simple  adenomas  in  resected 
cancers  of  the  right  colon.  Squares 
locate  cancers;  circles,  adenomas. 


Is  this  polyp  in  your  patient  benign  or  malignant?  Should  it  be  removed?  If  so, 
what  is  the  best  method  for  this  particular  lesion  in  this  particular  patient? 

This  book  was  written  to  help  you  answer  questions  such  as  those  above,  and 
others  like  them.  Its  author  has  drawn  on  the  experience  of  1124  Massachu- 
setts General  Hospital  patients,  plus  many  personal  cases.  Dr.  Welch  first 
sets  the  stage  for  a fruitful  discussion  by  defining  terms,  by  discussing  the 
incidence  and  location  of  polypoid  tumors,  and  summarizing  what  is  known 
about  the  etiology  of  adenomas.  He  then  proceeds  to  illuminate  the  various 
types  of  polypoid  lesions  you'll  encounter  in  the  colon  and  rectum,  small 
intestine  and  stomach.  He  describes  and  illustrates  common  lesions  such  as 
adenomatous  polyps  and  papillary  adenomas,  and  such  rare  ones  as  pseudo- 
polyps, mucosal  excrescences,  Peutz-Jeghers  polyps,  etc.  Multiple  polyposis  and 
familial  polyposis  are  also  completely  covered.  Etiology,  incidence,  pathology, 
symptoms,  diagnosis,  prognosis,  treatment,  are  clearly  set  forth.  A full  chapter 
is  devoted  to  Diagnosis  of  Polypoid  Lesions  of  the  Colon  and  Rectum.  Here  you’ll 
find  description  of  symptoms  (bleeding,  change  in  bowel  habit,  abdominal 
cramps,  electrolyte  imbalance,  etc.)  and  physical  findings  from  palpation, 
sigmoidoscopic  examination,  anil  radiologic  examination.  The  relationship  of 
single  adenomas,  papillary  adenomas,  and  cancer  is  discussed,  with  examina- 
tion of  today’s  thinking  on  the  adenoma -cancer  relationship.  A chapter  on 
treatment  delineates  location  and  identification  of  polyps,  giving  you  argu- 
ments for  and  against  their  removal.  Polypectomy  and  resection  are  discussed 
and  their  relative  merits  contrasted.  If  resection  is  decided  upon,  the  opinion 
of  various  authorities  as  to  the  amount  of  bowel  and  mesentery  that  should 
be  removed  are  reported.  The  author  states  his  own  conclusions  to  help  guide 
you.  You'll  also  find  helpful  consideration  of  sub-total  and  total  colectomy, 
extraction  of  polyps  via  the  anus,  posterior  proctotomy,  resection  of  the 
rectum,  and  sigmoidoscopic  removal  of  polyps. 

By  Claude  E.  Welch,  M.D.,  Visiting  Surgeon,  Massachusetts  General  Hospital,  Boston;  and 
Clinical  Professor  of  Surgery,  Harvard  Medical  School,  Boston.  118  pages.  6 }/%'  x 914",  illus- 
trated. $7.50.  New — Just  Ready! 


About  this  New  Series:  MAJOR 

J.  Englebert  Dunphy, 

Each  volume  in  this  series  will  exhaustively  illuminate 
a significant  and  pressing  problem  met  in  surgical 
practice  by  the  clinical  surgeon.  These  monographs  aim 
to  fill  the  vital  gap  left  between  standard  textbooks  of 
surgery  and  relevant  journals.  Held  to  a consistently 
graduate  level  of  presentation,  they  give  rock-solid 
accounts  and  analysis  of  precisely  what  can  be  done 
today  in  managing  knotty  surgical  problems.  Each 
eminently  qualified  specialist-author  will  present  a 
critical  analysis  of  changing  approaches  to  therapy,  of 
etiology,  pathologic  physiology,  diagnosis  and  differ- 
ential diagnosis.  Where  operative  techniques  figure 
importantly  in  the  problem,  they  will  be  clearly  de- 
scribed anil  fully  illustrated  in  abundant  detail.  Opera- 
tive and  postoperative  complications,  results  and 
prognosis  will  be  carefully  considered;  areas  of  conflict 
in  theory  and  hypothesis  fully  explored.  The  authors 
own  evaluations,  opinions  and  conclusions  will  be 
expressed  and  substantiated.  Several  volumes  will 
appear  each  year,  containing  between  150-300  gener- 
ously illustrated  pages. 

Child — The  Liver  and  Portal  Hypertension,  was  the  first 
volume  in  this  series,  published  June,  1964.  future  vol- 


PROBLEMS  IN  CLINICAL  SURGERY 

M.D.,  Consulting  Editor 

umes  are  scheduled  to  cover:  Trauma  to  the  Liver — Sur- 
gical Problems  of  the  Pancreas — Peripheral  Arterial 
Disease. 

Why  not  subscribe  to  the  entire  series  on  an  auto- 
matic, full  return  privilege  basis?  You  need 
merely  check  the  proper  square  below  to  see  each 
one  of  the  series  on  examination.  Sent  postpaid. 


; W.  B.  SAUNDERS  COMPANY  ! 

J West  Washington  Square,  Phila.,  Pa.  19105  | 

i ; 

! PI  ease  send  and  bill  me: 

! Q W elch — Polypoid  Lesions $7.50 

□ Enter  my  scries  subscription 

□ Begin  with  Child  □ Begin  with  Welch  \ 
$8.50 

| Name 

Address 

| SJG  12-6  t 
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A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 


A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 


B— Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 


(Brand  of  phenylephrine  hydrochloride) 


sooner 


can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  V\  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 

with  the  least  ‘rebound’  tendency ”*  Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

*Reed, G.  F.:  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  ('h°/o) 
and  children  (V4%),  in  solutions  of  Va,  ’A  or  1 
per  cent. 


Winthrop  Laboratories 
New  York,  N.  Y. 


l/j/fir/hrop 


(1839M) 
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THE 

ARTHRITICS 
WHO  COULD  NOT 
TAKE 
STEROIDS 


The  bane  of  the  steroids,  new  and  old,  has  been  tha 
certain  undesirable  metabolic  effects  — including  sail 
and  water  retention,  edema,  overstimulation  of  the 
appetite,  excessive  weight  gain,  mood  swings  - 
seemed  to  be  firmly  linked  to  the  primary  anti 
inflammatory  action.  For  arthritics  already  overweight; 
or  with  cardiovascular  disease  complicated  by  edema 
or  those  who  were  tense  and  anxious,  steroid  treat, 
ment  could  aggravate  their  problems.  But  with  the 
advent  of  ARISTOCORT'6'  Triamcinolone,  many  o' 
these  arthritics  became  “steroid-treatable.”  The  rea 
son:  Not  only  did  this  steroid  provide  gratifying  relie' 
of  inflammation  and  pain,  but  it  did  so  without  the 
penalty  of  overstimulation  of  the  appetite,  excessive 
weight  gain,  salt  and  water  retention,  edema,  and 
undesirable  euphoria.  Six  years  of  widespread  use  had 
confirmed  these  benefits  for  other  arthritics  as  well  as 
those  formerly  untreatable. 


1e  Effects:  Since  it  may,  under  some  circumstances, 
oduce  many  of  the  unwanted  effects  common  to  all 
rtisone-like  drugs,  discrimination  should  always  be 
>ercised  in  administering  ARISTOCORT®  Triamcino- 
pe.  Any  of  the  Cushingoid  effects  are  possible,  as  are 
rpura,  G.l.  ulceration,  increased  intracranial  pres- 
re  and  subcapsular  cataract.  Corticosteroids  gen- 
ally  may  mask  outward  signs  of  bacterial  or  viral 
fections.  Catabolic  effects  to  watch  for  include 
ascle  weakness  and  osteoporosis.  Weight  loss  may 
cur  early  in  treatment  but  is  usually  self-limiting. 
intraindications:  While  the  only  absolute  contra- 
dications  are  tuberculosis,  herpes  simplex  and 
: icken  pox,  there  are  some  relative  contraindications 
eptic  ulcer,  acute  glomerulonephritis,  myasthenia 


gravis,  osteoporosis,  fresh  intestinal  anastomoses, 
diverticulitis,  thrombophlebitis,  psychic  disturoance, 
pregnancy,  infection)  to  weigh  against  expected 
benefits. 

A single  daily  dose  may  provide  effective  control,  is 
convenient  for  the  patient,  and  can  be  employed  in 
both  initial  and  maintenance  therapy. 


MAXIMUM  STEROID  BENEFIT- MINIMUM  STEROID  PENALTY 


Triamcinolone 


scored  tablets  of  1 mg.,  2 mg.,  4 mg.,  8 mg.  or  16  mg. 


DERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York  Igj&gP' 


270-4 


ArMA  Directory 


Directory 

THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 
Organized  1892  P.O.  Box  128 

Scottsdale,  Arizona  85252 

OFFICERS  AND  DIRECTORS 

W.  Albert  Brewer,  M.D President 

2021  North  Central  Avenue,  Phoenix,  Arizona 

James  E.  O’Hare,  M.D President-Elect 

1613  North  Tucson  Blvd.,  Tucson,  Arizona 

Paul  B.  Jarrett,  M.D Vice  President 

2021  North  Central  Avenue,  Phoenix,  Arizona 

Charles  E.  Henderson,  M.D Secretary 

753  East  McDowell  Road,  Phoenix,  Arizona 

Arthur  V.  Dudley,  Jr.,  M.D Treasurer 

1524  North  Norton  Avenue,  Tucson,  Arizona 

Walter  Brazie,  M.D Speaker  of  the  House 

P.O.  Box  631,  Kingman,  Arizona 

Lindsay  E.  Beaton,  M.D Delegate  to  AMA 

123  South  Stone  Avenue,  Tucson,  Arizona 

Dermont  W.  Melick,  M.D Delegate  to  AMA 

909  East  Brill  Street,  Phoenix,  Arizona 

William  B.  Steen,  M.D Alternate  Delegate  to  AMA 

116  North  Tucson  Blvd.,  Tucson,  Arizona 

Daniel  T.  Cloud,  M.D Alternate  Delegate  to  AMA 

2021  North  Central  Avenue,  Phoenix,  Arizona 

Robert  F.  Lorenzen,  M.D Editor-in-Chief 

550  West  Thomas  Road,  Phoenix,  Arizona 


DISTRICT  DIRECTORS 

Richard  O.  Flynn,  M.D Central  District 

2210  South  Mill  Avenue,  Tempe,  Arizona 

W.  Shaw  McDaniel,  M.D Central  District 

444  West  Osborn  Road,  Phoenix,  Arizona 

Robert  A.  Price,  M.D Central  District 

3602  North  15th  Avenue,  Phoenix,  Arizona 

Noel  G.  Smith.  M.  D Central  District 

3614  North  15th  Avenue,  Phoenix,  Arizona 

Ashton  B.  Taylor,  M.D Central  District 

444  West  Osborn  Road,  Phoenix,  Arizona 

Arnold  H.  Dysterheft,  M.D Northeastern  District 

McNary  Hospital,  Mc-Nary,  Arizona 

Hugh  E.  Dierker,  M.D Northwestern  District 

505  North  Beaver  Street,  Flagstaff,  Arizona 

Deward  G.  Moody,  M.D Southeastern  District 

Stage  Building,  Nogales,  Arizona 

Philip  G.  Derickson,  M.D Southern  District 

744  North  Country  Club  Road,  Tucson,  Arizona 

Richard  L.  Dexter.  M.D Southern  District 

116  North  Tucson  Blvd.,  Tucson,  Arizona 

Hermann  S.  Rhu,  Jr.,  M.D Southern  District 

5th  and  Alvernon  Streets,  Tucson,  Arizona 

Howard  W.  Finke,  M.D Southwestern  District 

Magma  Copper  Hospital,  Superior,  Arizona 


COUNTY  MEDICAL  SOCIETY  OFFICERS  FOR  1964 

APACHE:  Ira  L.  Casey,  Jr.,  M.D.,  President,  P.O.  Box  299, 
Springerville;  Jack  I.  Mowry,  M.D.,  Secretary,  McNary 
Hospital,  McNary. 

COCHISE:  Harry  C.  Smith,  M.D.,  President,  610  9th  Street, 
Douglas;  Raymond  Grossman,  M.D.,  Secretary,  610  9th 
Street,  Douglas. 

COCONINO:  George  H.  Yard,  M.D.,  President,  206  W.  Hunt 
Avenue,  Flagstaff;  Leo  J.  Ankenbrandt,  M.D.,  2222  East 
Cedar  Avenue,  Flagstaff. 

GILA:  Thomas  F.  Moore,  M.D.,  President,  P.O.  Box  1207, 
Miami;  Bert  E.  Lambrecht,  M.D.,  Secretary,  Box  1837, 
Miami. 

GRAHAM:  Frederick  W.  Knight,  M.D.,  President,  610  Central 
Avenue,  Safford;  Robert  B.  Patterson,  M.D.,  Secretary, 
503  Fifth  Avenue,  Safford. 

GREENLEE:  Hugh  LaMaster,  M.D.,  President,  P.O.  Box  1257, 
Morenci;  Charles  B.  Daniell,  M.D.,  Secretary,  Morenci 
Hospital,  Morenci. 

MARICOPA:  Wallace  A.  Reed,  M.D.,  President,  222  West 
Osborn  Road,  Phoenix;  Clifford  E.  Ernst,  M.D.,  Secretary, 
909  East  Brill  Street,  Phoenix. 

(Society  Office  — 2025  N.  Central  Avenue,  Phoenix) 

MOHAVE:  Walter  Brazie,  M.D.,  President,  Masonic  Bldg., 
Kingman;  John  J.  Standifer,  M.D.,  Secretary,  412  East  Oak 
Street,  Kingman. 

NAVAJO:  Theodore  L.  Lothman,  M.D.,  President,  P.O.  Box  939, 
Holbrook;  Claude  H.  Peterson,  M.D.,  Secretary,  1500 
Williamson  Avenue,  Winslow. 

PIMA:  Hermann  S.  Rhu,  Jr.,  M.D.,  President,  5th  and  Alvernon 
Streets,  Tucson;  Elliott  E.  Stearns,  M.D.,  Secretary,  2442 
East  Elm  Street,  Tucson. 

(Society  Office  — 2555  East  Adams  Street,  Tucson) 

PINAL:  Robert  Z.  Codings,  Jr.,  M.D.,  President,  100  E.  Florence 
Blvd.,  Casa  Grande;  George  Boiko,  M.D.,  Secretary,  703 
North  Olive,  Casa  Grande. 

SANTA  CRUZ:  Karl  L.  Meyer,  M.D.,  President,  Stage  Bldg., 
Nogales;  Charles  S.  Smith,  M.D.,  Secretary,  Gebler  Bldg., 

Nogales. 

YAVAPAI:  Clarence  E.  Yount,  Jr.,  M.D.,  President,  P.O.  Box 
1626,  Prescott;  William  R.  Shepard,  M.D.,  Secretary,  506 
West  Gurley  Street,  Prescott. 

YUMA:  Ellis  V.  Browning,  M.D.,  President,  407  W.  16th  Street, 
Yuma;  James  Volpe,  Jr.,  M.D.,  Secretary,  P.O.  Box  1151, 
Yuma. 


COMMITTEES  - 1964-65 

NOTE:  The  President,  President-elect  and  Secretary  are  ex- 
officio  members  of  all  committees  unless  otherwise  specified. 


ARTICLES  OF  INCORPORATION  & BY-LAWS  COMMITTEE: 
Walter  Brazie,  M.D.,  Chairman  (Kingman);  Paul  B.  Jarrett, 
M.D.  (Phoenix);  William  B.  Steen,  M.D.  (Tucson). 


BENEVOLENT  AND  LOAN  FUND  COMMITTEE:  Daniel  T. 
Cloud,  M.D.,  Chairman  (Phoenix);  Donald  K.  Buffmire,  M.D. 
(Phoenix);  Arthur  V.  Dudley,  Jr.,  M.D.  (Tucson);  Darwin 
W.  Neubauer,  M.D.  (Tucson);  Albert  J.  Ochsner,  II,  M.D. 
(Yuma). 


CENTRAL  OFFICE  ADVISORY  COMMITTEE:  Arthur  V. 
Dudley,  Jr.,  M.D.,  Chairman  (Tucson);  W.  Albert  Brewer, 
M.D.  (Phoenix);  Charles  E.  Henderson,  M.D.  (Phoenix); 
Paul  B.  Jarrett,  M.D.  (Phoenix). 

EXECUTIVE  COMMITTEE:  W.  Albert  Brewer,  M.D.,  Chair- 
man (Phoenix);  Arthur  V.  Dudley,  Jr.,  M.D.  (Tucson); 
Charles  E.  Henderson,  M.D.  (Phoenix);  Paul  B.  Jarrett, 
M.D.  (Phoenix);  James  E.  O’Hare,  M.D.  (Phoenix). 


GRIEVANCE  COMMITTEE:  William  B.  Steen,  M.D.,  Chairman 
(Tucson);  Miguel  A.  Carreras,  M.D.  (Tucson);  Carlos  C. 
Craig,  M.D.  (Phoenix);  Richard  E.  II.  Duisberg,  M.D. 
(Phoenix);  Francis  M.  Findlay,  M.D.  (San  Manuel);  C. 
Herbert  Fredell,  M.D.  (Flagstaff);  Leo  L.  Lewis,  M.D. 
(Winslow);  Oscar  W.  Thoeny,  M.D.  (Phoenix). 

HISTORY  AND  OBITUARIES  COMMITTEE:  John  W.  Kenne- 
dy, M.D.,  Chairman  (Phoenix);  Walter  Brazie,  M.D. 
(Kingman);  Harold  W.  Kohl,  Sr.,  M.D.  (Tucson);  Robert 
F.  Lorenzen,  M.D.  (Phoenix);  Maurice  Rosenthal,  M.D. 
(Phoenix). 


INDUSTRIAL  RELATIONS  COMMITTEE:  John  H.  Ricker,  M.D., 
Chairman  (Phoenix);  Charles  W.  Elkins,  M.D.  (Tucson); 
Christoper  A.  Guarino,  M.D.  (Tucson);  Joseph  P.  McNally, 
M.D.  (Prescott);  Deraid  G.  May,  M.D.  (Phoenix);  Morris 
E.  Stern,  M.D.  (Phoenix). 


LEGISLATIVE  COMMITTEE:  Jesse  D.  Hamer,  M.D.,  Chairman 
(Phoenix);  Walter  Brazie,  M.D.  (Kingman);  John  S.  Carlson, 
M.D.  (Phoenix);  Bruce  N.  Curtis,  M.D.  (Safford);  Richard 
L.  Dexter,  M.D.  (Tucson);  Ben  P.  Frissell,  M.D.  (Phoenix); 
Robert  V.  Horan,  M.D.  (Globe);  Paul  B.  Jarrett,  M.D. 
(Phoenix);  W.  Shaw  McDaniel,  M.D.  (Phoenix);  Zenas  B. 
Noon,  M.D.  (Nogales);  George  C.  Truman,  M.D.  (Mesa). 


MEDICAL  ECONOMICS  COMMITTEE:  Ian  M.  Chesser,  M.D., 
Chairman  (Tucson);  James  F.  Blute,  M.D.  (Tucson);  Ben- 
jamin Herzberg,  M.D.  (Phoenix);  George  L.  Hoffman,  Jr., 
M.D.  (Mesa);  Melvin  W.  Phillips,  M.D.  (Prescott);  Hermann 
S.  Rhu,  Jr.,  M.D.  (Tucson). 


PROCUREMENT  AND  ASSIGNMENT  COMMITTEE:  Joseph 
M.  Greer,  M.D.,  Chairman  (Phoenix);  John  F.  Currin,  M.D. 
(Flagstaff);  Robert  E.  Hastings,  Sr.,  M.D.  (Tucson);  Ruland 
W.  Hussong,  M.D.  (Phoenix);  Robert  M.  Matts,  M.D. 
(Yuma);  Joseph  P.  McNally,  M.D.  (Prescott). 


PROFESSIONAL  COMMITTEE:  Jack  E.  Brooks,  M.D.,  Chairman 
(Phoenix);  Earl  J.  Baker,  M.D.  (Phoenix);  Orin  J.  Famess, 
M.D.  (Tucson);  Ray  Fife,  M.D.  (Phoenix);  Ben  P.  Frissell, 
M.D.  (Phoenix);  T.  Richard  Gregory,  M.D.  (Phoenix);  Jesse 
D.  Hamer,  M.D.  (Phoenrx);  Harold  W.  Kohl,  Jr.,  M.D. 
(Tucson);  Dermont  W.  Melick,  M.D.  (Phoenix);  William 
G.  Payne,  M.D.  (Tempe);  Delbert  L.  Secrist,  M.D.  (Tucson). 


PUBLIC  RELATIONS  COMMITTEE:  Paul  B.  Jarrett,  M.D., 
Chairman  (Phoenix);  Arthur  V.  Dudley,  Jr.,  M.D.  (Tucson); 
Howard  W.  Finke,  M.D.  (Superior);  C.  Herbert  Fredell, 
M.D.  (Flagstaff);  William  F.  Holsey,  M.D.  (Tucson);  Robert 
F.  Horan,  M.D.  (Globe);  J.  Edwin  Keppel,  M.D.  (Mesa); 
Laurence  M.  Linkner,  M.D.  (Phoenix);  William  H.  Lyle, 
M.D.  (Yuma);  William  W.  McKinley,  Jr.,  M.D.  (Bisbee); 
Leo  J.  Tuveson,  M.D.  (Phoenix). 

PUBLISHING  COMMITTEE:  Robert  F.  Lorenzen,  M.D.,  Chair- 
man (Phoenix);  Chester  G.  Bennett,  M.D.  (Phoenix);  R.  Lee 
Foster,  M.D.  (Phoenix);  John  R.  Green,  M.D.  (Phoenix); 
William  M.  Hindman,  M.D.  (Tucson);  Preston  J.  Taylor, 
M.D.  (Tucson). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Richard  L.  Dexter, 
M.D.,  Chairman  (Tucson);  John  S.  Carlson,  M.D.  (Phoenix); 
John  F.  Currin,  M.D.  (Scottsdale);  Philip  G.  Derickson,  M.D. 
(Tucson);  Warren  D.  Eddy,  Jr.,  M.D.  (Tucson);  T.  Richard 
Gregory,  M.D.  (Phoenix);  Delmer  J.  Heim,  M.D.  (Tucson); 
Ralph  A.  Jackson,  Jr.,  M.D.  (Tucson);  Paul  B.  Jarrett,  M.D. 
(Phoenix);  Frederick  W.  Knight,  M.D.  (Safford);  Charles 
W.  McMoran,  M.D.  (Sierra  Vista);  Robert  P.  Mason,  M.D. 
(Phoenix);  Deward  G.  Moody,  M.D.  (Nogales);  Arthur  R. 
Nelson,  M.D.  (Phoenix);  Melvin  W.  Phillips,  M.D.  (Prescott); 
Edward  Sattenspiel,  M.D.  (Phoenix). 
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WOMAN’S  AUXILIARY  TO  THE  ARIZONA  MEDICAL 
ASSOCIATION  — 1964-65  Board  Members 


President Mrs.  Richard  B.  Johns  (Ruth) 

508  W.  Rose  Lane,  Phoenix,  Arizona 

President-Elect Mrs.  Hubert  Estes  (Mickie) 

6911  Soyaluna  Place,  Tucson,  Arizona 

1st  Vice  President Mrs.  Robert  G.  Delph  (Grace) 

651  Sunland  Drive.  E.,  Chandler,  Arizona 

2nd  Vice  President Mrs.  Robert  L.  Gullen  (Beverly) 

5003  N.  22nd  Street,  Phoenix,  Arizona 

Treasurer Mrs.  Seymour  Shapiro  (Arline) 

5433  E.  Eighth  Street,  Tucson,  Arizona 

Recording  Secretary Mrs.  Hermann  S.  Rhu  (Ruth) 

2138  E.  Juanita,  Tucson,  Arizona 

Corresponding  Secretary Mrs.  Joe  L.  Bonnet  (Lorri) 

450  E.  Ocotillo  Road,  Phoenix,  Arizona 

Director  (1  Year) Mrs.  Clare  W.  Johnson  (Mary  Anne) 

318  W.  Lawrence  Road,  Phoenix,  Arizona 

Director  (1  Year) Mrs.  William  H.  Lyle  (Jill) 

1400  16th  Place,  Yuma,  Arizona 

Director  (2  Years) Mrs.  Juan  Fonseca  (Virginia) 

Route  2,  Box  741,  Tucson,  Arizona 


COUNTY  PRESIDENTS 


Coconino Mrs.  Stephen  Spencer 

1401  N.  Beaver,  Flagstaff,  Arizona 

Gila Mrs.  B.  J.  Collojry 

Box  1207,  Miami,  Arizona 

Maricopa Mrs.  Everett  E.  Dean 

310  W.  State  Avenue,  Phoenix  21,  Arizona 

Pima Mrs.  W.  Stanley  Kitt 

2034  E.  Fourth  Street,  Tucson,  Arizona 

Yavapai Mrs.  M.  W.  Phillips 

1001  Norris  Road,  Prescott,  Arizona 

Yuma Mrs.  Wm.  H.  Lyle 

1400  16th  Place,  Yuma,  Arizona 


SOCIEDAD  MEDICA  DE  ESTADOS  UNIDOS  DE 
NORTE  AMERICA  Y MEXICO 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND  MEXICO 

President Dr.  Robert  E.  Hastings 

1014  North  Country  Club,  Tucson,  Arizona 

President-Elect Dr.  Carlos  Tapia  Tellez 

Esq  Boulevard  Obregon  y Morelos,  Hermosillo, 

Sonora,  Mexico 

Vice  President Dr.  L.  Maxwell  Lockie 

30  North  Sheet,  Buffalo,  New  York 

Secretary  for  the  United  States Dr.  James  D.  Nauman 

1603  North  Tucson  Blvd.,  Tucson,  Arizona 

Secretary  for  Mexico Dr.  Fausto  Zeron  Medina 

Avenida  Alemania  535,  Guadalajara,  Jal.,  Mexico 

Treasurer  for  the  United  States Dr.  Lucy  Vernetti 

2021  North  Central  Avenue,  Phoenix,  Arizona 

Treasurer  for  Mexico Dr.  Eduardo  Gonzales  Murguia 

Juarez  673,  Guadalajara,  Jal.,  Mexico 

Executive  Secretary  for  Mexico Mr.  Alfredo  Patron 

Mazatlan,  Sinaloa,  Mexico 


STANDING  COMMITTEE  CHAIRMEN  - 1964-65 


AMA-ERF Mrs.  Chas.  Matheus  (Marilyn) 

2148  E.  25th  Street,  Yuma,  Arizona 

Bulletin Mrs.  Elvie  B.  Jolley  (Mila) 

Box  919,  Bisbee,  Arizona 


,i 

By-Laws Mrs.  Jesse  D.  Hamer  (Clarice) 

1819  N.  11th  Avenue,  Phoenix  7,  Arizona 

Chaplain Mrs.  H.  M.  Stufflebam  (Doris) 

783  W.  Roosevelt,  Coolidge,  Arizona 

Community  Service Mrs.  Richard  Hardenbrook  (Kaaren) 

316  Grove  Avenue,  Prescott,  Arizona 


Sub-Committees: 

Rural  Health Mrs.  Joseph  B.  DeLozier  (Arleen) 

Route  5,  Box  634-X,  Phoenix  21,  Arizona 

International  Health Mrs.  Leo  Schnur  (Aileen) 

Box  196,  Sedona,  Arizona 

Disaster  Preparedness Mrs.  A.  J.  Ochsner  (Jo) 

630  East  Twenty-Sixth  Place,  Yuma,  Arizona 


Finance Mrs.  John  Eisenbeiss  (Lucille) 

99  W.  Northview,  Phoenix  21,  Arizona 

Health  Careers Mrs.  Boris  Zemsky  (Zora) 

Route  8,  Box  837,  Halcyon  Acres,  Tucson,  Arizona 

Historian Mrs.  Melvin  Phillips  (Jean) 

1001  Norris  Road,  Prescott,  Arizona 

Legislation Mrs.  Richard  P.  Timmons  (Evelyn) 

5302  N.  69th  Place,  Scottsdale,  Arizona 

Mental  Health Mrs.  W.  E.  Bishop  (Marion) 

211  S.  3rd,  Globe,  Arizona 

Nominating Mrs.  Clare  W.  Johnson  (Mary  Anne) 

318  W.  Lawrence  Road,  Phoenix,  Arizona 

Parliamentarian Mrs.  Hiram  Cochran  (Mary) 

35  N.  Camino  Espanol,  Tucson,  Arizona 

Publications  (Newsletter) Mrs.  Robt.  McCarver  (Betty) 

11046  N.  74th  Street,  Scottsdale,  Arizona 

Safety Mrs.  Richard  Dexter  (Bobbe) 

6842  E.  Tawa,  Tucson,  Arizona 

Student  Nurse  Loan  Fund....  Mrs.  Howard  M.  Purcell  (Pauline) 

100  E.  Ocotillo  Road,  Phoenix,  Arizona 


COORDINATING  COMMITTEE 
COMITE  COORDINATOR 

Dr.  Harry  E.  Thompson,  Tucson,  Arizona 

Dr.  Hector  Gonzales  Guevara,  Mazatlan,  Sinaloa,  Mexico 

Dr.  Ignacio  Chavez,  Guadalajara,  Jalisco  Mexico 

Dr.  W.  R.  Manning,  Tucson,  Arizona 

Dr.  Juan  E.  Fonseca,  Tucson,  Arizona 


Holiday  Gift  Idea: 

The  World  Famous 


Christmas  Issue 


HIGHUJflVS 


READY  TO  MAIL  IN  A 
SPECIAL  HOLIDAY-DESIGN 
ENVELOPE 

YOUR  FAVORITE  NEWS  DEALER  NOW ! 

$4.00  per  year,  U.S.A.  and  possessions 

$5.00  per  year  elsewhere 

Arizona  Highways  Magazine 

2039  West  Lewis  • Phoenix,  Arizona  85009 


December,  1964 
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CROWN 


DANCER  RANCH 


50%  PLUS  TAXPAYERS 


HAVE  A NEED  FOR  LONG 
TERM  CAPITAL  GAINS 

AND  DEPRECIABLE  ASSETS 


PUT  YOUR  TAX  DOLLARS  TO  WORK  NOW,  WHERE  THE  VALUE  IS,  AND  WHERE 
THE  GROWTH  IS  STILL  NEW  ENOUGH  FOR  YOU  TO  GET  IN  ON  THE  GROUND  FLOOR 


LARGE  & SMALL  TRACTS  - UNDEVELOPED  LAND 
RETIREMENT  HOMESITES 
CONVENIENT  RECREATIONAL  FACILITIES 


PHONE:  AREA  CODE  SC2 


558-2210 


Arizona  Mrdic 
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SCIENTIFIC  ASSEMBLY  COMMITTEE 

Meeting  of  the  Scientific  Assembly  Committee  of  The 
Arizona  Medical  Association,  Inc.,  held  Sunday,  October 
25,  1964,  in  the  French  Quarter  of  the  Safari  Hotel, 
4611  North  Scottsdale  Road,  Scottsdale,  Arizona,  con- 
vened at  10:35  A.M.,  Richard  L.  Dexter,  M.D.,  Chair- 
man, presiding. 

ROLL  CALL 

Present: 

Drs.  Brewer,  W.  Albert,  President;  Derickson,  Philip 
G.;  Dexter,  Richard  L.,  Chairman;  Eddy,  Jr.,  Warren 
D.;  Gregory,  T.  Richard;  Henderson,  Charles  E.,  Secre- 
tary; Jackson,  Jr.,  Ralph  A.;  Nelson,  Arthur  R.;  Phillips, 
Melvin  W. 

Staff: 

Messrs.  Carpenter,  Robert,  Executive  Secretary;  Rob- 
inson, Bruce  E.,  Executive  Assistant. 

Guest: 

Mr.  Boykin,  Paul  R.,  Executive  Secretary,  Board  of 
Medical  Examiners  — State  of  Arizona. 

MINUTES 

On  motion  regularly  made  and  unanimously  carried 
the  minutes  of  the  meeting  of  the  Scientific  Assembly 
Committee  held  June  14,  1964  were  approved  as 

printed  and  circulated  among  the  members. 

ORGANIZATION 

Assistant  Chairman 

Arthur  R.  Nelson,  M.D.  (Phoenix),  accepts  appoint- 
ment as  Assistant  Chairman. 

Bowling  Tournament  Chairman 

Warren  D.  Eddy,  Jr.,  M.D.  (Tucson),  accepts  appoint- 
ment as  Bowling  Tournament  Chairman. 

Golf  Tournament  Chairman 

Fred  H.  Landeen,  M.D.  (Tucson),  accepts  appointment 
as  Golf  Tournament  Chairman. 

ANNUAL  MEETINGS 

The  Annual  Meetings  of  this  Association  have  been 
scheduled  and  approved  for  the  years  1965  and  1966 
as  follows: 

74th  — Pioneer  Hotel  — Tucson  — April  28-May  1, 

1965  (Confirmed) 

75th  — Safari  Hotel  — Phoenix  — April  27-April  30, 

1966  (Confirmed) 

It  was  regularly  moved  and  carried  that  this  Com- 
mittee recommend  to  the  Board  of  Directors  that  the 
76th  Annual  Meeting  of  the  Association  be  held  in 
Tucson,  Arizona  (April  26  through  April  29,  1967). 

74lh  ANNUAL  MEETING 
ARRANGEMENTS 

Registration  Fee 

It  was  regularly  moved  that  the  registration  fee  for 
anyone  in  practice  under  two  years  be  $10.00.  This 
motion  was  amended  to  read:  that  the  registration  fee 
for  anyone  who  has  entered  private  practice  since 
January  1,  1963  be  $10.00.  Both  the  amendment  and 
the  original  motion  were  defeated. 

It  was  regularly  moved  and  carried  that  it  be  recom- 
mended to  the  Board  of  Directors  that  the  registration 
fee  for  the  1965  — 74th  Annual  Meeting  be  established 
at  $15.00. 

It  was  moved  by  Dr.  Brewer,  seconded  by  Dr.  Eddy 
and  unanimously  carried  that  the  members  of  the 
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Arizona  Medical  Association  here  (located  in  Arizona) 
two  years  or  less  be  identified  in  some  appropriate 
manner  (special  badge  or  ribbon);  the  Chairman,  the 
Executive  Secretary  and  possibly  Dr.  Nelson  being 
assigned  the  obligation  to  determine  upon  such  appro- 
priate identification. 

Guest  Orator  Assessment 

The  Chairman  stated  that  he  was  not  in  position  to 
report  further  at  this  time  in  the  matter  of  fee  of 
$150.00  established  by  the  Board  of  Directors  of  the 
Association  to  be  charged  specialty  groups  holding 
luncheon  or  dinner  meetings,  using  a guest  orator  pro- 
vided and  participating  in  the  scientific  section  of  the 
Annual  Meeting  program.  He  agreed  to  confer  with 
several  of  the  specialty  groups  and  report  at  the  next 
meeting  of  this  Committee. 

President’s  Reception  — Dinner-Dance 

The  Chairman  reported  that  he  had  conferred  with 
Tiny  Fortman’s  Orchestra  and  it  is  agreeable  to  again 
perform  during  the  President’s  Dinner-Dance  at  the 
Pioneer  Hotel,  Friday,  April  30,  1965.  It  is  proposed 
that  five  pieces  be  provided  from  9:00  P.M.  to  1:00 
A.M.,  at  a fee  of  $135.00.  A contract  is  in  the  possession 
of  the  Chairman.  The  Committee  accepted  the  proposal. 

The  Chairman  further  reported  that  negotiation  had 
been  made  with  the  Arthur  Murray  Studios  for  profes- 
sional Ballroom  Dancing  Exhibition  and  that  it  had 
been  further  suggested  that  following  this  Exhibition 
there  be  staged  a dancing  contest  among  the  guests, 
possibly  including  but  not  limited  to  the  “shimmy,” 
“twist,”  etc.  The  Committee  approved  the  Exhibition 
and  contest  directing  the  Chairman  to  conclude  the 
negotiations,  calling  attention  to  Tiny  Fortman’s  Orches- 
tra that  it  will  be  expected  to  play  during  the  Exhibition 
and,  of  course,  it  will  be  further  expected  to  play 
during  the  contest. 

Fiesta  Mexican  Dinner 

The  Chairman  reported  that  he  wished  to  recommend 
the  hiring  of  one  Leo  Seldono  to  provide  four  pieces 
of  Mariachi  Music,  7:30  P.M.  to  9:00  P.M.,  at  the 
Hotel  Pioneer,  Tucson,  Wednesday,  April  28,  1965,  at  a 
fee  of  $80.00.  Approved. 

Scientific  Sessions  Program 

At  the  meeting  of  this  Committee  held  June  14,  1964, 
the  theme  of  the  74th  Annual  Meeting  was  suggested: 
“Accidents  — Our  Number  One  Public  Health  Problem. 
“Athletic  Medicine”  was  further  suggested  as  a possi- 
bility of  being  incorporated  into  this  theme. 

It  was  determined  that  a “Question  and  Answer” 
period  following  each  speaker  was  preferable  to 
“Discussants.” 

At  the  suggestion  of  Dr.  O’Hare,  Thursday  afternoon 
(4/29/65)  will  be  devoted  to  a panel  presentation,  “a 
mock  trial  for  civil  suit,  ’ to  be  scheduled  for  3:30  P.M. 
Dr.  John  R.  Schwartzmann  will  participate,  together  with 
“expert”  witnesses,  Tucson  lawyers,  including  Richard 
Grand  (Pima  Society  Attorney). 

Discussion  ensued  on  numerous  subjects:  (1)  desir- 
ability of  developing  the  program  for  Thursday  on 
“trauma”  and  Friday  on  “athletic  medicine"  or  a com- 
bination of  both  each  day,  the  former  expressed  prefer- 
able; (2)  whether  or  not  coaches  should  be  invited  and 
on  what  level,  possibly  requesting  the  Arizona  Coaches 
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Association  to  designate  representatives;  (3)  panel  pro- 
gram Thursday  morning  on  “burns,’  the  medical-surgical 
approach  to  management;  (4)  panel  program  Friday 
morning  on  “traumatic  neurosis;”  (5)  disaster  medicine 
programming;  and  a number  of  suggestions  were  offered 
as  to  acceptable  speakers,  authorities  in  their  respective 
fields.  The  Chairman  agreed  to  make  contacts  and 
complete  the  program  at  an  early  date. 

It  was  determined  that  Merlin  K.  DuVal,  M.D.,  Dean 
of  the  University  of  Arizona  Medical  School,  would  be 
invited  and  asked  to  report  progress  on  its  organization 
scheduled  to  appear  during  the  General  Sessions,  Wed- 
nesday morning,  April  28,  1965. 

Exhibits 

It  was  reported  that  there  was  mailed  October  7, 
1964,  371  invitations  to  prospective  commercial  exhibi- 
tors. To  date  thirteen  booth  allocations  have  been 
reserved. 

Advertising 

Regarding  advertising,  it  was  reported  that  in  1964 
three  membership  mailings  were  undertaken;  one  in 
early  January,  a second  in  February  and  a third  in 
April.  It  was  determined  that  the  Chairman  would  meet 
with  the  Executive  Secretary  and  plan  for  an  appropriate 
program  advertising  the  74th  Annual  Meeting. 

Woman’s  Auxiliary 

Mrs.  William  C.  Scott,  Convention  Chairman  of  the 
Woman’s  Auxiliary,  by  letter  dated  October  20,  1964, 
reported  room  accommodations  desirable  for  the  activi- 
ties of  that  group.  It  is  desirable  that  the  Varsity  Room, 
for  a planned  Continental  Breakfast  and  First  General 
Session,  be  arranged  (in  1963  it  was  held  on  Thursday), 
together  with  accommodations,  rooms  I and  J on  the 
Mezzanine  floor  for  a Hobby  Show;  the  Hospitality 
Room  again  to  be  provided  in  the  corridor  and  lounge 
adjacent  to  the  Terrace  Room.  There  is  every  indication 
that  these  accommodations  can  be  provided. 

COMMUNICATIONS 

Editorial 

Editorial  of  Robert  F.  Lorenzen,  M.D.,  Editor  of 
ARIZONA  MEDICINE,  appearing  in  the  September, 
1964  issue,  was  presented  and  read.  It  is  suggested  that 
this  Committee  consider  the  possibility  of  setting  aside 
one  afternoon  in  which  the  scientific  sessions  are  divided 
into  subsections  representing  various  specialty  groups 
and  a general  practice  group.  Registered  Association 
members  not  of  a specialty  or  general  practice  society 
should  be  invited  to  attend  any  of  these  meetings. 
Received. 

Nursing 

In  conjunction  with  desirable  liaison  between  the 
medical  and  nursing  professions,  Dermont  W.  Melick, 
M.D.,  Chairman  of  the  Subcommittee  on  Medical  Educa- 
tion of  the  Professional  Committee,  suggests  that  two 
meetings  be  held  each  year,  one  to  be  scheduled  during 
the  Annual  Meeting  of  this  Association,  the  second 
during  the  Annual  Meeting  of  the  Nurses’  Association. 
The  latter  is  scheduled  for  November,  1965.  Received. 
Pharmacy 

Dr.  Brewer  expressed  interest  in  promoting  a similar 
meeting  between  medicine  and  pharmacy  which  could 
be  held  annually  either  at  the  Association  meeting  or 
that  of  Pharmacy.  He  will  submit  this  recommendation 


to  both  the  Professional  Committee  and  the  Board  of 
Directors  for  consideration.  Such  liaison,  it  is  the  hope, 
will  immeasurably  improve  the  relationship  between 
the  doctor  of  medicine  and  the  pharmacist  providing  a 
format  for  better  understanding  of  the  respective  opera- 
tions and  licensing  statutes.  A panel  discussion  with 
questions  and  answers  could  be  arranged  which  would 
be  enlightening  to  all  participants.  It  was  determined  to 
defer  action  on  this  subject  until  a later  date. 

Blue  Shield 

It  was  reported  that  the  Blue  Shield  Corporate  Body 
is  agreeable  to  the  program  outline  of  its  meetings;  the 
first  session  to  be  held  Wednesday,  April  28,  1965  at 
10:30  A.M.;  the  second,  Saturday,  May  1,  1965  at  10:30 
A.M.  Blue  Shield  Reference  Committee  meetings  will 
be  scheduled  to  be  held  Friday  afternoon,  April  30,  1965 
at  3:00  P.M.  The  joint  Association-Blue  Shield  Recep- 
tion and  Supper  scheduled  to  be  held  Wednesday 
evening,  April  28,  1965  is  likewise  acceptable.  Blue 
Shield  to  contribute  financially  thereto.  Received. 
MEETING  ADJOURNED  AT  12:55  P.M. 

Charles  E.  Henderson,  M.D. 

Secretary 

PLAN  FOR  IT  NOW 
April  28  - May  1 
74th  Annual  Meeting 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 
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SPECIFIC 

FOR  PROFESSIONAL 
BILLING  PROBLEMS 

YOU’LL  PROFIT  WITH 
GB’S  PROFESSIONAL 
BILLING  SERVICE 


1 
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No  matter  how  skillful  you  are  in  your  chosen  career,  you  cannot  manufacture 
extra  hours  in  your  professional  day!  If  you  or  your  assistants  are  spending  too 


NOW,  GUARANTY  BANK  OFFERS  a computerized  Professional  Billing  Service  which 
relieves  you  and  your  assistants  from  routine  bookkeeping  procedures  — without  sacri- 
ficing good  management  practices. 

GB’S  PROFESSIONAL  BILLING  SERVICE  IS  QUICK,  EASY,  THOROUGH  - THE  COST  IS 
NOMINAL,  EVEN  PROFITABLE,  CONSIDERING  THE  WORK-HOURS  NOW  SPENT. 

Interested?  For  complete  information,  phone  264-9696,  Ext.  280 


Guaranty  Bank 
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Just  turned  hypertensive 


A 15  mm.  Hg  drop  in  diastolic  pressure 
would  also  suit  her  very  well 

For  suitably  gradual,  physiologic 
hypotensive  treatment 


HYDROMOX 

QUINETHAZONE -TABLETS 

antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg, 12  just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.: 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  (he  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River, N.Y. 
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Occupational  therapist  guides  patient  in  newly  acquired 

hobby  of  making  artificial  flowers.  All  patients  at  Camelback  Hospital 
are  encouraged  to  participate  in  constructive  hobbies  as  another  integral 
part  of  their  rehabilitation  program,  according  to  doctor’s  instructions. 
Hobbies  may  be  pursued  outdoors  in  the  scenic  recreation  area 


or  in  the  special  hobby  workshop  in  the  hospital. 


Located  in  the  hear,  or  the  beautiful  Phoenix  citrus  area  near 
picturesque  Camelback  Mountain,  the  hospital  is  dedicated 
exclusively  to  the  treatment  of  psychiatric  and  psychosomatic 
disorders,  including  alcoholism. 

APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION 
OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 


bamemacK  nop 

5055  North  34th  Str  - 
AMherst  4-4 
PHOENIX.  ARIZC 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYC 


Our  organization  is  dedicated  to  human  service.  And  we  are  proud  to  number 
among  our  clients  the  members  of  your  organization. 

We  will  work  diligently  to  provide  the  financial  security  they  and  their 
families  so  richly  deserve. 

California-Western  States  Life 
Insurance  Company 

Home  Office:  Sacramento 


Underwriters  of  the  official  Life  insurance  Program 
of  the  Arizona  Medical  Association,  Inc. 


ENROLL  NOW!  Fpr  complete 

details  concerning  this  plan  contact  our 

representative  nearest  you: 

Bert  M.  Crockett 

Ronald  E.  Deitrich 

601  E.  Apache  filvd. 

19  No.  Tyndall 

Tempe,  Tel:  967-3358 

Tucson,  Tel:  Main  2-1567 

■mniii'H— m— — i— — 

YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

Approved  and  Recommended  by 
Your  Insurance  Committee  and 
Board  of  Directors 


☆ ☆ ☆ 


A Program  Designed  For 
The  Members  Of 

THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

By  The 

NATIONAL  CASUALTY  COMPANY 
OF  DETROIT 


☆ ☆ ☆ 


For  Complete  Information 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  — AMherst  6-2403 


PIMA  COUNTY  REPRESENTATIVE 

RONALD  DEITRICH 

19  North  Tyndall  - MAin  2-1567 


PLAN  FOR  IT  NOW 

74th  Annual  Meeting 

April  28  thru  May  1 


pioneer  international  hotel 
tucson,  arizona 


You  Can  Order 

REPRINTS 

of  any  feature  article  or  adver- 
tisement appearing  in  Arizona 
Medicine. 

Orders  must  be  placed  within  15 
days  after  date  of  publication. 
Minimum  charge  applies  for  100 
copies  or  less. 

The  cost  is  very  reasonable.  For 
further  information  write  to— 

ARIZONA  MEDICINE 

P.  O.  Box  128 
Scottsdale,  Arizona  85252 
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)ftet(ical  Center  OC-^aif  and  Clinical  /aberaterif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 


DIAGNOSTIC  X-RAY 
CLINICAL  PATHOLOGY 
ELECTROCARDIOGRAPHY 


X-RAY  THERAPY 
TISSUE  PATHOLOGY 
BASAL  METABOLISM 


R.  Lee  Foster , M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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and  it’s  not  a once-over-lightly  one,  either. 
All  rubber  stoppers  used  in  Lilly  ampoules  are 
scrupulously  cleaned  with  a detergent  and  hot 
d - ionized  water  in  a special  washing  machine 
like  the  one  pictured  above.  This  removes  any 
foreign  matter  adhering  to  them.  Then  the 
stoppers  are  autoclaved  at  120°  to  121° C.  for 


one  hour.  They  are  now  clean,  sterile,  and 
ready  for  use.  In  case  the  stoppers  are  not 
used  within  seventy-two  hours,  they  are  re- 
turned for  resterilization.  □ This  meticulous 
process  is  only  one  of  the  many  safeguards 
to  insure  the  quality  of  the  finished  product 
and  to  protect  the  ultimate  user. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 

401196 
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UNUSUAL  STOMACH  PROBLEMS 


And  A Summary  of  Postoperative  Mortality  of  Gastric 
Surgery  in  A Small  Hospital 


HI  hen  discussing  a surgical  experience  in  any 
area  of  the  body  a surgeon  is  prone  to  dis- 
cuss the  unusual  cases  he  has  seen  and  the  post- 
operative fatalities.  These  two  groups  of  patients 
lend  themselves  best  to  a discussion  that  will 
teach  us  important  lessons  to  be  learned. 

This  study  is  drawn  from  a seven  year  experi- 
ence in  a 50  bed  community  hospital.  The  ab- 
sence of  a county  hospital  in  the  area  has  made 
the  case  material  unselected.  The  variety  of 
problems  encountered,  during  this  period,  in  176 
major  gastric  surgical  procedures  on  169  patients, 
have  been  stimulating,  taxing,  and,  at  times,  dis- 
appointing. 

In  this  group  of  patients  only  two  were  due  to 
malignancy.  147  procedures  were  done  for  acid- 
peptic  disease  of  the  stomach  and  duodenum  and 
the  related  problems. 

A tabulation  of  the  procedures  performed  dur- 
ing the  period  of  this  study  shows  (Figure  1) 
resection  procedures  to  be  the  most  frequently 
performed  followed  by  vagotomy  and  pyloro- 
plasty. There  have  been  10  patients  less  than  one 
year  of  age  in  the  entire  series  of  cases.  One  case, 
which  will  be  presented  more  in  detail  later,  was 
5 years  of  age  at  the  time  of  gastric  resection. 
There  were  12  postoperative  deaths  in  176  pro- 
cedures. (Figure  1 A). 

Resection  Procedures 

Six  of  the  fatalities  occurred  following  a re- 
section procedure  on  the  stomach.  The  first 
death  occurred  following  a total  gastrectomy, 
partial  esophagectomy,  splenectomy  and  esopha- 
gojejunostomy  which  was  done  for  extensive  car- 
cinoma of  the  cardia  of  the  stomach  in  a 48  year 
old  man.  Leakage  of  the  anastamosis  with  eso- 
phagopleural  fistula  and  bilateral  emphyema 
devoleped  on  the  9th  postoperative  day  which 
lead  to  death  17  days  postoperatively. 

Presented  at  Arizona  Chapter  of  American  College  of  Surgeons 
Meeting,  Flagstaff,  Arizona,  August  31,  1963. 

Chief  of  Surgery,  Flagstaff  Hospital,  Flagstaff,  Arizona. 


After  reading  this  summary  of  unusual 
gastric  surgery  problems,  including  post- 
operative mortalities,  you  may  be  stim- 
ulated to  subject  some  phase  of  your 
own  practice  to  thoughtful  evaluation. 


by 

C.  Herbert  Fredell,  M.D.,  F.A.C.S. 
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FIGURE  I 

SURGERY  OF  THE  STOMACH 


8-1-56  to  8-1-68 

Procedures 

Gastrectomy  68 

(Total  - 2) 

(Vagotomy  — 21) 

Vagotomy  and  Pyloroplasty 65 

Vagotomy  - 

Closure  of  Perforation  12 

Gastrojejunostomy  10 

Gastroduodenostomy  1 

Gastrotomy 6 

Pylorotomy 2 

Pyloromyotomy  10 

169  Patients  TOTAL 176 

12  Deaths  postoperatively 


1 1 Procedures  done  on  an  emergency  basis 
8 Procedures  done  for  massive  bleeding 


The  second  death  occurred  in  a patient  39 
years  of  age  who  sustained  a severe  blunt  injury 
to  his  abdomen.  He  had  extensive  lacerations 
and  contusions  of  the  stomach,  duodenum  and 
pancreas  which  required  a subtotal  gastrectomy, 
duodenectomy,  and  partial  pancreatectomy.  A 
gastrojejunostomy  and  Roux-Y  choledoehojejuno- 
stomy  were  done  also.  After  a stormy  post  oper- 
ative course  with  massive  blood  replacement  and 
high  fever  he  expired  on  the  8tli  postoperative 
day. 

The  third  patient  who  died  postoperatively 
was  a 68  year  old  alcoholic  cirrhotic  who  had 


jaundice  as  well  as  other  deranged  liver  chemis- 
tries. He  had  known  esophageal  varices  and  a 
2 cm.  diameter  pyloric  peptic  ulcer.  He  had  two 
bouts  of  massive  upper  gastrointestinal  hemorr- 
hage during  the  preceding  6 months  prior  to 
his  admission  which  prompted  surgical  interven- 
tion. He  had  massive  gastrointestinal  bleeding 
which  produced  a desperation  decision  to  inter- 
vene surgically.  The  bleeding  was  from  an  erod- 
ed pancreaticoduodenal  artery.  In  order  to 
achieve  hemostasis  a subtotal  gastrectomy  and 
gastrojepunostomv  was  successfully  done.  He 
did  well  until  8 days  postoperatively  when  he 
became  drowsy  and  had  further  derangement 
of  his  liver  chemistries.  He  became  comatose 
and  died  on  the  I4th  postoperative  day. 

The  fourth  postoperative  fatality  occurred  in  a 
43  year  old  man  who  had  severe  ankylosing 
spondylitis  with  severe  skeletal  pain  that  was 
relieved  by  large  doses  of  cortisone  which  he  took 
indiscriminently.  He  had  gastrointestinal  bleed- 
ing for  12  days  before  he  submitted  to  hospitali- 
zation. A 3cm.  prepyloric  ulcer  was  found  by 
barium  roentgen  examination.  Massive  blood  re- 
placement was  required  prior  to  the  subtotal 
gastric  resection  and  gastrojejunostomy.  All  went 
well  until  48  hours  postoperatively  when  he  went 
into  pulmonary  edema  that  did  not  respond  to 
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Peritonitis  reperforation 

15  days  postoperative 

862 


Arizona  Medicine 


all  measures. 

The  fifth  fatality  occurred  in  a 55  year  old 
man  who  had  a perforating  obstructing  pyloric 
ulcer  which  required  an  emergency  subtotal 
gastrectomy  and  gastrojejunostomy.  It  was  ap- 
parent on  the  14th  postoperative  day  that  he  had 
a subdiaphragmatic  abscess  which  was  promptly 
drained.  It  was  due  to  a leakage  of  the  duodenal 
stump  suture  line.  He  developed  a bacteremia 
and  went  into  irreversable  shock  8 hours  post- 
operatively  and  died. 

The  sixth  postoperative  death  occurred  as  a 
result  of  a complication  or  late  sequela  of  a 
subtotal  gastrectomy  and  gastrojejunostomy. 

A 64  year  old  man  was  admitted  to  the  Flag- 
staff Hospital  on  9-25-56  complaining  of  intrac- 
table upper  abdominal  pain  associated  with  II2 
cm  diameter  penetrating  duodenal  ulcer.  A sub- 
total gastrectomy  and  gastrojejunostomy  was 
done  without  incident  at  that  time. 

He  was  readmited  on  7-27-60  with  persistent 
vomiting  of  blood  and  was  hypotensive.  Blood 
was  given  and  an  upper  gastrointestinal  barium 
study  was  attempted.  Complete  obstruction  of 
the  gastrojejunostomy  was  found. 

He  was  given  a total  of  5000  cc’s  of  blood  be- 
fore an  operative  assault  was  made  on  this  prob- 
lem. An  exploratory  gastrotomy  was  done  re- 


Figure  3 


vealing  complete  prolapse  of  the  gastric  mucous 
membrane  into  the  stoma  with  a cauliflower  like 
mass  containing  multiple  bleeding  ulcers.  (Fig- 
ure 3). 
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A resection  of  the  distal  4 cm.  of  the  stomach 
pouch  and  a gastrojejunostomy  was  done.  Multi- 
ple bleeding  sites  were  noted  during  the  pro- 
cedure. Diffuse  oozing  from  the  wound  margins 
and  raw  surfaces  progressed  until  three  units  of 
fibrinogen,  fresh  blood,  and  Vitamin  Ki  were 
given.  During  the  procedure  30002  cc  more  blood 
was  given. 

He  responded  from  the  anesthesia  and  slowly 
went  into  shock  and  died  8 hours  postoperatively. 
Comment: 

This  case  represents  an  unusual  complication 
of  a subtotal  gastric  resection  with  a gastrojejuni- 
stomy.  The  extensive  bleeding  from  multiple 
sites  during  surgery  would  support  a diagnosis 
of  a clotting  defect  due  to  massive  transfusion 
therapy.  He  was  intensively  treated  for  this  with 
prompt  response.  The  case  of  his  demise  remains 
conjectural  since  an  autopsy  was  denied. 

A previously  reported1  unusual  cause  of 
upper  gastrointestinal  bleeding  was  seen  in  a 5 
year  old  boy  who  required  a subtotal  gastrecto- 


Proj&pse  of  Gastric  M ucosa  wi  th 
Massive  Bleeding 


Figure  4 

my  and  gastroduodenostomy.  He  had  massive 
upper  gastrontestinal  bleeding  with  complete 
pyloric  obstruction  seen  by  barium  studies  (Fig- 
ure 4).  A hemigastrectomv  and  gastroduodenos- 
tomy were  done.  He  continues  to  develop  and 
have  normal  digestion  6 years  later. 

Comment: 

Massive  gastrointestinal  bleeding  in  childhood 
is  infrequent  when  compared  to  adulthood.  Re- 
ports concerning  the  incidence  of  prolapse  of 
gastric  mucosa  have  varied  a great  deal  and  have 
lead  to  the  concept  that  it  is  a normal  physiolo- 
gical variant  by  many  authors. 
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Lichstein6  reported  gastrointestinal  bleeding  of 
a minor  degree  to  occur  in  22%  of  cases  of  pro- 
lapsed gastric  mucous  membrane  they  studied. 
Moon  and  Speed7  reported  a case  of  gastric 
mucosa  prolapse  in  an  adult  that  required  a sub- 
total gastrectomy.  If  obstruction,  severe  pain,  or 
hemetemesis  occurs  with  prolapse  of  pyloric 
gastric  mucosa  into  the  duodenum  gastric  re- 
section is  often  the  best  treatment1. 

An  unusual  case  was  encountered  during  the 
period  of  this  study  that  required  a gastric  re- 
section procedure.  A 52  year  old  woman  had 
vague  upper  abdominal  complaints  associated 
with  an  atypical  asthma.  An  upper  gastrointes- 
tinal barium  study  was  done  in  the  course  of 
the  investigation.  It  revealed  a 2cm.  diameter 
submucosal  mass  in  the  greater  curvature  of  the 
stomach.  (Figure  5).  A radical  subtotal  gastrec- 


Figure  5 


tomy  was  done  with  a gastrojejunostomy.  Gross 
examination  of  the  tumor  found  an  umbilicated 
mucous  membrane  over  it.  Microscopic  examina- 
tion revealed  a malignant  carcinoid  tumor.  The 
postoperative  course  was  a benign  7 days.  She 
developed  some  mild  dumping  symptoms  one 
ve&r  later  which  responded  to  dietary  therapy. 

Numerous  cases  of  carcinoid  tumor  of  the 
bronchus,  appendix,  small  intestine,  colon,  and 
rectum  have  been  reported.2  The  carcinoid  tumor 
excretes  serotonin  and  disturbs  the  tryptophan 
metabolism  producing  severe  vasomotor  symp- 


toms, an  atypical  asthma,  and  a type  of  heart 
disease  that  results  from  fibrosis  of  the  right  side 
of  the  heart. 

Lattes  and  Grossf  reported  5 cases  of  gastric 
carcinoid  in  which  local  excision  or  gastric  re- 
section were  done.  They  collected  35  cases  from 
the  literature  and  found  that  whenever  surgical 
resection  was  done,  even  in  the  presence  of  reg- 
ional metastases,  long  term  arrests  could  be  ex- 
pected. 

Congenital  Problems 

Two  uncommon  causes  for  pyloric  obstruction 
were  seen  in  infants.5  The  first  case  was  a 4 day 
old  infant  who  had  progressive  obstructive  jaun- 
dice since  birth  accompanied  by  persistent  vom- 
iting of  clear  gastric  contents.  A roentgen  film 
of  the  abdomen  revealed  a large  gas  filled  stom- 
ach with  no  gas  in  the  intestines. 

Exploration  was  done  and  a large  gall  bladder 
was  found  which  was  used  for  an  operative  chol- 
angiogram.  The  cholangiogram  revealed  an  atre- 
sia of  the  intrapancreatic  portion  of  the  common 


pylorus  and  bile  duct 


Figure  6 

duct.  Further  exploration  revealed  an  atresia  of 
the  mucosa  of  the  pylorus  and  first  portion  of  the 
duodenum.  (Figure  6).  A cholecystojejunostomy 
and  gastroduodenostomy  were  done  without  dif- 
ficulty. The  infant  promptly  lost  his  jaundice  and 
began  eating  without  difficulty. 

Multiple  atresias  are  not  usually  as  amenable 
to  simultaneous  surgical  correction.  An  atresia  of 
any  portion  of  the  gastrointestinal  tract  is  in- 
compatable  with  life  and  should  be  treated  as 
soon  as  is  feasible.  The  mortality  rate  for  surgery 
of  intestinal  atresia  is  high.  It  is  desirable  that 
the  surgeon  perform  only  one  well  planned  and 
executed  procedure. 
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The  second  case  of  pyloric  disease  in  an  infant 
was  seen  in  a six  week  old  boy  who  developed 
intermittently  progressive  jaundice  with  periodic 
vomiting  of  bile  stained  material.  Serum  chemis- 
tries confirmed  the  obstructive  nature  of  the 
jaundice.  A liver  was  palpable  2 cm.  below  the 
costal  margin  on  the  right.  An  exploration  was 
done  and  a large  gall  bladder  was  found  which 
was  used  for  an  operative  cholangiongram.  Dif- 
fuse narrowing  of  the  common  duct  was  noted. 
Also  seen  was  a moderate  amount  of  edema  of 
the  hepatoduodenal  ligament  with  enlarged 
lymph  nodes  and  edema  about  the  pancreas 
which  was  confluent  with  an  edematous  3x2cm. 
pyloric  olive  tumor  due  to  hypertrophic  pyloric 
musculature.  A pyloromyotomy  was  done.  This 
was  followed  on  the  second  postoperative  day 
with  rapid  fall  of  the  jaundice  and  normal  ali- 
mentation. 

In  this  case  a pyloric  obstruction  was  not 
sought  because  of  the  jaundice  and  the  palpable 
liver.  lit  is  of  some  interest  that  once  the  pyloric 
obstruction  was  relieved  that  the  jaundice 
promptly  regressed.  One  might  conjecture  that 
the  edema  of  the  area  subsided  as  soon  as  the 
pyloric  obstruction  and  large  hypertrophic  mus- 
calature  were  divided.  With  the  edema  relieved 
the  extraluminal  obstruction  was  relieved. 

Vagotomy  and  Drainage  Procedure 

If  we  return  to  our  discussion  of  the  mortality 
in  this  group  of  176  major  surgical  procedures 
there  are  three  more  deaths  that  merit  a brief 
discussion.  There  were  65  patients  that  had  a 
vagotomy  and  pyloroplasty.  Three  of  these  pa- 
tients died  postoperatively. 

The  first  death  occurred  in  a 75  year  old  man 
with  massive  gastrointestinal  bleeding  due  to  a 
gastric  ulcer  at  the  cardia  in  association  with  a 
hitaus  hernia.  The  ulcer  was  sutured  through  a 
gastrotomy  and  the  hiatus  hernia  was  repaired. 
A vagotomy  and  pyloroplasty  were  done.  He 
had  a cerebral  thrombosis  on  the  third  post- 
operative day  and  died. 

The  second  death  occurred  in  a 61  year  old 
woman  who  had  massive  upper  gastrointestinal 
bleeding  for  8 days  with  blood  replacement  else- 
where prior  to  admission  to  the  Flagstaff  Hos- 
pital. She  was  anemic  on  admission  and  required 
further  blood  replacement  before  an  exploration 
revealed  a bleeding  2 cm.  gastric  ulcer  in  the 
gastric  cardia.  This  was  sutured  through  a gas- 
trotomy. A hiatus  hernia  was  repaired  and  a 
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vagotomy  and  pyloroplasty  were  done.  She  re- 
sponded nicely  to  the  surgery  until  the  third 
postoperative  day  when  she  had  a massive  myo- 
cardial infarction  with  ventricular  fibrillation  and 
died. 

Gastrotomy 

The  third  patient  was  a 59  year  old  man  who 
had  massive  gastrointestinal  bleeding  from  a 
gastric  ulcer  in  a hiatus  hernia.  He  did  not  re- 
spond to  all  conservative  measures  and  a gastro- 
tomy with  suture  of  the  ulcer  was  done.  A hiatus 
hernia  repair  and  vagotomy  and  pyloroplasty 
were  also  done.  He  developed  a bacteremia  with 
jaundice  from  the  day  of  surgery  until  his  death 
8 days  postoperatively.  The  organisms  were  re- 
sistant to  all  antibiotics  but  chloromycetin  which 
he  received  in  massive  doses. 

Another  one  of  the  postoperative  deaths  oc- 
curred during  emergency  surgery  for  massive 
gastrointestinal  bleeding  in  a 79  year  old  woman. 
She  had  severe  arteriosclerosis  with  recurrent 
bouts  of  auricullar  flutter  and  fibrillation  in  spite 
of  medical  measures.  She  had  two  bouts  of  mas- 
sive upper  gastrointestinal  bleeding  during  the 
3 weeks  prior  to  her  last  admission,  while  under 
intensive  medical  treatment.  Upper  gastrointesti- 
nal roentgen  barium  studies  were  not  diagnostic. 
She  received  3000  cc  of  blood  in  addition  to  the 
usual  medical  measures  for  bleeding  with  con- 
tinuation of  bleeding.  As  a desperation  move  an 
exploration  was  done.  Gastrotomy  revealed  mul- 
tiple superficial  gastric  ulcers  throughout  the 
stomach,  with  active  bleeding  from  multiple 
sites.  Before  any  therapy  could  be  instituted  she 
developed  a severe  auricular  flutter  and  went 
into  shock.  Intravenous  Cedilanid  was  given  and 
followed  in  15  minutes  by  cardiac  arrest  which 
was  unresponsive  to  all  therapy. 

Her  cardiac  arrest  was  presumed  to  be  due  to 
an  overdose  of  Cedilanid. 

Plication  Procedures 

Two  patients  who  had  perforated  ulcers  died 
postoperatively.  One  was  an  111  year  old  Navajo 
Indian  who  has  been  reported  previously1  be- 
cause he  developed  a neomycin  apnea  which  was 
successfully  treated.  He  was  admitted  to  the 
Flagstaff  Hospital  complaining  of  vague  upper 
abdominal  pain  and  vomiting.  His  roentgen  film 
of  the  abdomen  showed  an  intestinal  gas  pat- 
tern which  was  thought  to  be  intestinal  obstruc- 
tion probably  in  the  mid-transverse  colon. 

A 4 cm.  diameter  perforated  ulcer  on  the  pos- 
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; rlor  aspect  of  the  body  of  the  stomach  with  a 
i laid  filled  lesser  sac  was  found  at  the  time  of 
surgery.  The  large  amount  of  fibrinous  cloudy 
fluid  was  evacuated  from  the  lesser  sac  and  the 
perforation  was  plicated.  His  peritoneal  cavity 
was  lavaged  with  neomycin  solution.  He  prompt- 
ly went  into  shock  and  did  not  breathe.  His  shock 
responded  to  vasopressors  and  his  neomycin  ap- 
nea responded  to  14  hours  in  the  respirator  and 
intravenous  Tensilon.  On  the  8th  postoperative 
day  he  developed  a complete  heart  block  and 
died. 

The  second  fatality  with  a perforated  ulcer 
was  a 58  year  old  man  who  had  a vague  his- 
tory of  abdominal  pain  in  his  left  lower  quad- 
rant for  several  days.  He  did  not  appear  acutely 
ill  until  12  hours  after  admission  when  he  com- 
plained of  severe  upper  abdominal  pain.  At  that 
time  free  air  was  discovered  beneath  the  dia- 
phragm by  roentgen  film.  It  was  apparent  he 
had  peritonitis.  His  peritonitis  was  massive  and 
fibrinous  at  the  time  of  the  plication  of  his  ulcer. 
Postoperatively  he  was  febrile  and  hypotensive 
for  several  days.  On  the  eighth  day  postopera- 
tively a right  subphrenic  collection  of  pus  was 
drained  and  a new  perforation  of  the  stomach 
was  discovered  which  was  plicated.  His  course 
following  this  was  one  of  persistent  septicemia 
until  his  death  seven  days  later. 

Digressing  from  a presentation  of  deaths,  I 
can  mention  in  closing  that  one  unusual  intra- 
gastric  foreign  body  was  seen  and  removed  dur- 
ing the  time  of  this  study3. 


Figure  7 


A 16  year  old  girl  had  persistent  vomiting  with 
vague  abdominal  pain  which  was  investigated  by 
upper  gastrointestinal  barium  studies  (Figure  7). 
There  was  a large  intragastric  foreign  body 
which  proved  to  be  a large  trichobezoar.  A gas- 
tortomy  with  removal  of  the  bezoar  was  done. 
Further  inquiry  into  her  history  postoperatively 
revealed  that  she  habitually  wound  hair  about 
her  tongue  and  that  she  had  been  taken  to  a 
dermatologist  two  years  previously  because  of 
alopecia. 

In  1957  Mullin  reported  211  cases  of  gastric 
trichobezoars  from  the  literature.  The  surgical 
treatment  of  a bezoar  is  removal.  If  untreated 
the  mortality  rate  is  50  to  70%.  This  is  due  to 
starvation,  intestinal  obstruction,  ulceration,  per- 
foration and  hemorrhage.3 

Conclusions 

A portion  of  a 7 year  experience  of  a surgeon 
engaged  in  the  private  practice  of  general  sur- 
gery in  a 50  bed  community  hospital  has  been 
presented.  This  study  has  dealt  with  the  surgery 
of  the  stomach.  Unusual  stomach  problems  have 
been  encountered,  treated,  and  documented.  A 
summary  of  the  postoperative  deaths  associated 
with  gastric  surgery  in  a small  hospital  has  been 
presented.  It  is  the  author’s  hope  that  other 
surgeons  will  be  stimulated  by  this  study  to 
evaluate  their  own  experiences  with  gastric  sur- 
gery. 

It  is  of  more  than  routine  interest  that  the 
causes  of  death  in  this  group  of  patients  who 
did  not  survive  gastric  surgery  were  similar  to 
other  postoperative  fatalities  that  other  surgeons 
have  reported.  Eleven  of  the  twelve  fatalities 
were  operated  upon  on  an  emergency  basis  un- 
der difficult  circumstances.  Eight  of  the  twelve 
fatalities  were  operated  upon  for  massive  bleed- 
ing which  could  not  be  managed  in  any  other 
way.  Three  of  these  occurred  in  gastric  ulcers  in 
association  with  a hiatus  hernia. 

During  the  seven  years  that  surgery  of  the 
stomach  has  been  done  in  a small  hospital  some 
unusual  problems  have  arisen  that  have  been 
successfully  treated.  They  have  included  ( 1 ) 
Prolapse  of  pyloric  gastric  mucosa  requiring  a 
gastric  resection  in  a 5 year  old;  (2)  Gastric 
carcinoid  tumor;  (3)  Atresia  of  the  pyloric 
mucous  membrane;  ( 5 ) Hypertrophic  pyloric 
stenosis  producing  edema  and  extracholedochal 
obstruction;  (5)  A gastric  trichobezoar. 

It  is  beyond  the  scope  of  this  paper  to  discuss 


866 


Arizona  Medicine 


the  field  of  gastric  surgery.  The  merits  of  ex- 
tensive extirpative  procedures  for  malignancy 
have  been  extolled  and  refuted.  Gastric  cancer 
has  one  of  the  poorer  prognoses  amongst  malig- 
nancies the  surgeon  must  treat.  Early  diagnosis 
and  aggressive  treatment  of  gastric  ulcers  seems 
to  offer  some  improvement  in  gastric  malignancy 
survival  in  recent  years. 

The  merits  of  gastric  resection  of  one  type  or 
another  in  contrast  to  the  vagotomy  and  drain- 
age procedure  have  also  received  considerable 
attention  in  recent  surgical  publications.  It  would 
seem  that  the  more  physiological  the  surgical 
treatment  remains  the  better  it  will  be  for  the 
patient.  When  dealing  with  a life  threatening  sit- 
uation we  find  ourselves  faced  with  more  drastic- 
therapy  than  when  it  is  not  so  severe.  Peptic- 
ulcer  disease  is  not  malignant.  It  produces  life 
threatening  situations  which  can  be  treated  with 
a less  drastic  procedure  than  removal  of  the 
stomach  or  a portion  of  it.  The  established  lower 
morbidity  and  mortality  of  vagotomy  and  a 
drainage  procedure  is  strong  evidence  in  its 
favor.  The  author’s  experience  confirms  the  long 
held  suspicion  that  the  more  physiologically  bas- 
ed surgical  procedure  of  vagotomy  and  pyloro- 
plasty is  superior  to  resection  procedures  for  acid 
peptic  disease  of  the  duodenum. 

SUMMARY 
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1.  During  a seven  year  period  in  a 50  bed 
community  hospital  the  author  has  performed 
176  major  surgical  procedures  on  the  stomach 
in  169  patients. 

2.  There  have  been  12  postoperative  deaths 
in  176  procedures;  eleven  of  the  twelve  deaths 
occurring  in  cases  of  emergency  surgery.  Eight 
of  the  twelve  deaths  occurred  in  patients  who 
had  massive  upper  gastrointestinal  bleeding. 
Three  of  the  massive  bleeders  who  died  after 
surgery  had  bleeding  from  a gastric  ulcer  in  the 
cardia  associated  with  a hiatus  hernia. 

3.  The  largest  group  of  postoperative  deaths 
occurred  after  gastric  resection  procedures. 

4.  A brief  discussion  of  the  twelve  cases  that 
died  postoperatively  and  the  five  cases  with  un- 
usual surgical  problems  in  the  stomach  has  been 
presented. 
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A NEW  TECHNIQUE  FOR 


Utilizing  a Needle  Nerve  Stimulator-Locator 


PUDENDAL  nerve  blocks  are  used  quite  fre- 
quently in  obstetrics,  with  their  success  being 
limited  by  the  experience  of  the  obstetrician  and 
the  anatomical  anomalies  in  the  patient.  How- 
ever, the  pudendal  nerve  can  be  located  by 
electrical  stimulation. 

A small  (3* 1 2 3 4/2”x51/2,’x2)  portable  trnasistomized 
nerve  stimulator  has  been  constructed  (Fig.  1).* 
This  instrument  delivers  a square  wave  impulse 
of  0.001  second  duration  at  intervals  of  one  sec- 
ond. Its  output  can  be  varied  from  0.3  to  30 
volts.  One  pole  of  the  output  voltage  is  ground- 
ed to  a metal  plate  or  needle  connected  to  the 
patient.  The  negative  pole  is  a clip  which  fast- 
ens to  the  metal  Luer-Lok  of  a standard  syringe. 
A standard  needle,  of  the  size  desired,  insulated 
with  plastic  point  except  at  the  tip  completes 
the  circuit  (Fig.  2). 

Utilizing  a trans-perineal  technique  with  a six 
inch  #22  insulated  needle  the  ischial  spine  is 
approached  by  the  end  of  the  needle  which  is 
guided  by  the  operator’s  hand  in  the  vagina. 

The  needle  is  used  as  a stimulator-probe  with 
10  volts  until  motor  stimulation  of  the  hemi- 
perineal  muscles  is  initiated.  This  “twitching”  can 
easly  be  felt  by  the  intra-vaginal  hand  of  the 
operator.  Voltage  is  decreased  to  5 volts  and  the 
needle-tip  advanced  and/oi  re-directed  until 
motor  stimulation  again  occurs.  At  5 volts  the 
needle  tip  is  within  5 mm.  of  the  pudendal  nerve 


plexus.  After  aspirating  to  avoid  intra-vascular 
injection  5 to  10  ml.  of  local  anesthetic  agent 
are  injected.  This  will  terminate  the  motor  re- 
sponse. Aspiration  of  blood  is  not  sought  as  a 
landmark,  and  is  most  usually  not  obtained. 

Using  this  technique  all  pudendal  nerve  blocks 
will  be  successful  if  motor  stimulation  of  the 
hemi-perineal  muscles  is  obtained. 

Pain  stimulation  of  peripheral  nerves  occurs  at 
higher  voltages  than  motor  stimulation.  The  pa- 
tients, therefore,  do  not  complain  of  paresthesia 
or  pain  during  motor  stimulation  of  the  perineal 
muscles. 

The  setting  up  of  the  equipment  is  not  time 
consuming  and  is  compatible  with  a hurried  de- 
livery, considering  that  results  are  so  dependable. 

This  technique  has  been  used  in  almost  all 
other  peripheral  motor  nerves  of  the  body  with 
equal  success.  These  positive  results  produce 
accurate  localization,  assurance  of  success,  lower 
doses  and  volume  of  local  anesthetic  agent,  and 
serve  as  an  excellent  method  of  teaching  nerve 
blocks. 

° The  Medition  Company,  El  Monte,  California 
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The  author  describes  a new  technique  for  pudendal  nerve  block  utilizing 
a needle  nerve  stimulator-locator.  If  the  equipment  is  not  too  expensive 
os’  unreliable,  it  may  prove  to  be  worthy  of  wide  utilization. 
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PUDENDAL  NERVE  BLOCK 


(Fig.  1)  Nerve-stimulator-locator 


(Fig.  2)  Wiring  diagram  showing  magnified  view  of  insulated  needle.  Reference  electrode  equals  ground. 
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The  PatfapkijJicIctfif  find  Treatment  Off 

JreA  Water  hreminq 


THE  post-resuscitative  treatment  of  the  near- 
drowned  patient  is  being  presented  to  the 
medical  profession  in  a new  and  increasingly 
compelling  fashion.  There  has  been  a tremendous 
increase  in  the  number  of  back-yard  and  commu- 
nity swimming  pools  with  an  attendent  rise  in 
the  number  of  drowning  accidents.  Coincidental- 
ly, there  has  been  wide  publicity  and  great  em- 
phasis in  the  lay  press  on  the  highly  effective 
“mouth-to-mouth”  resuscitative  technique.  The 
result  of  these  two  facts  has  been  to  improve  the 
pool-side  salvage  rate  in  drowning  accidents  and 
thereby  to  present  to  hospitals  and  physicians 
increasing  numbers  of  severely  drowned,  par- 
tially resuscitated  patients.  A number  of  these 
patents  die  in  our  hospitals  because  our  post- 
re,  .rhat-ve  therapy  is  too  conservative  and  not 
Das,:  : sound  physiologic  principles.  A detailed 

knowledge  of  the  pathophysiology  of  fresh  water 
drowning  is  essential  before  rational  therapy  can 

Doctor  McGregor  has  offices  at  116  North  Tucson  Boulevard, 
Tucson,  Arizona. 

Presented  at  the  Regional  Meeting  of  the  American  College  of 
Physicians,  Tucson,  Arizona,  December,  1963. 


be  administered,  yet  our  knowledge  of  the  physi- 
ologic events  of  drowning  is  based  on  experimen- 
tal animals  almost  exclusively  and  is  scant.  This 
communication  proposes  to  review  the  known 
physiology  of  the  fresh-water  drowning  accident 
and  to  proceed  from  this  to  a consideration  of  a 
new  therapeutic  approach  to  the  therapy  of  the 
drowned  victim. 

The  Physical  Reaction  to  Drowning 

The  initial  reaction  to  total  inescapable  sub- 
mersion is  one  of  acute,  blind  panic  and  is  char- 
acterized by  violent  struggles  to  avoid  suffoca- 
tion and  by  automatic  swimming  movements. 
These  struggles  usually  occupy  the  first  two-and- 
one-half  minutes  of  submersion.  (Fig.  1)  As  con- 
sciousness begins  to  wane,  water  is  aspirated 
onto  the  larynx.  The  larynx  responds  by  an  acute, 
violent  laryngo-spasm.  The  laryngo-spasm  is  so 
violent,  in  10%  to  40%  of  drowning  victims,  as  to 
directly  cause  an  anoxic  death  by  strangulation. 
These  people  will  not,  parenthetically,  show  the 
typical  autopsy  findings  of  fresh  water  drowning 
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Fresh  water  drowning  remains  a frequent  cause  of  morbidity  and  mor- 
tality. The  author  reviews  the  recusitative  and  supportive  measures  useful 
in  the  care  of  the  drowned  patient.  Because  of  marked  hemo-dilution, 
hemolysis  and  electrolyte  disturbance  accompanying  fresh  water  drown- 
ing. exchange  transfusion  is  suggested  as  a means  of  rapidly  correcting 
these  chemical  abnormalities. 


but  instead  will  show  the  sequelae  of  simple 
strangulation.  In  the  remaining  cases,  automatic 
respiratory  efforts  and  gasping  movements  cause 
large  quantities  of  water  to  be  swallowed  into 
the  stomach  producing  acute  gastric  distention 
and  eventually  vomiting.  The  act  of  vomiting  and 
retching,  plus  the  deepenmg  level  of  unconsci- 
ousness cause  relaxation  of  the  larynx.  Continued 
automatic  respiratory  gasping  efforts  aspirate 
large  quantities  of  water  into  the  tracheobronch- 
ial tree.  This  aspirated  fluid  rapidly  passes  down- 
ward to  inundate  the  alveoli.  At  this  point  deep 
unconsciousness  supervenes  and  the  victim  is 
flaccid,  making  only  feeble  automatic  respiratory 
efforts.  <1'3'4'7'13) 

A Review  of  the  Pathophysiology 
of  Drowning 

The  fluid  aspirated  into  the  tracheobronchial 
tree  passes  rapidly  into  the  alveoli  where  there 
is  instantaneous  transfer  of  this  fluid  across  the 
alveolar-capillary  membrane  to  the  blood  stream. 
(Fig.  2)  Within  three  to  four  minutes,  upwards 


of  70%  of  the  circulating  blood  volume  may  be 
composed  of  the  aspirated  drowning  fluid.  This 
tremendous  hemo-dilution  causes  abrupt  and  dis- 
astrous alterations  in  serum  electrolytes  and 
blood  osmolarity.<;i’18>19’20) 

The  abrupt  hemo-dilution  so  alters  the  tonicity 
of  the  serum  that  a hemolysis  of  the  circulating 
red  blood  cells  rapidly  occurs.  As  is  shown  in 
Figure  3,  there  is  a rapid  rise  in  the  plasma 
hemoglobin  levels  and  a concomitant  drop  in  cir- 
culating red  blood  cells.  The  oxygen  carrying  ca- 
pacity of  the  blood  rapidly  diminishes  and  tissue 
anoxia  develops.  <I,:’’18’19’20'2'1) 

The  influx  of  the  hypotonic  fluid  causes  mark- 
ed and  rapid  dilution  of  the  serum  electrolytes 
as  is  shown  by  Figure  4.  All  of  the  serum  electro- 
lytes, with  the  marked  and  significant  exception 
of  potassium,  participate  in  this  dilution.  Potas- 
sium concentration  actually  rises  to  levels  of 
approximately  8 mEq/L.  (Fig.  5)  This  rise  of 
the  serum  potassium  in  the  face  of  the  profound 
hemo-dilution  is  apparently  due  to  the  release 
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SEQUENCE  OF  PHYSICAL  EVENTS  IN  DROWNING 
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MODIFIED  FROM  SWAN  AND  SHAW  (18  & 17) 

Figure  1.  Schematic  representation  of  the  physical  events 
which  occur  during  drowning.  There  is  tremendous  in- 
dividual variation  in  the  actual  times.  The  sequence  of 
events  is  less  variable  and  more  important.  (Table  modi- 
fied from  Swan  and  Shaw.  17  & 18.) 


of  the  ion  from  the  lysed  red  blood  cells  and  also 
the  release  of  intracellular  tissue  potassium  caus- 
ed by  the  anoxia.  The  divergent  changes  of  so- 
dium and  potassium  so  alter  cell  membrane 
potentials  that,  when  coupled  with  the  anoxia, 
they  provide  the  environment  for  the  production 
of  ventricular  arrhythmias. <18’19  20> 

The  marked  alteration  in  the  osmolarity  of  the 
circulating  blood  adversely  affects  all  of  the  os- 
motic relationships  between  cells  and  fluids  in 
the  body.  The  most  damaging  of  these  effects 
occur  in  the  brain,  myocardium  and  kidneys. 
Few  of  them  have  been  quantitated  by  experi- 
mental procedures,  but  the  autopsy  reports  of 
drowning  victims  are  mute  testimony  to  their 
presence  and  their  severity. <1,:’17’18jl9’20’28) 

The  General  Management  of  the 
Drowned  Patient 

The  physician  will  rarely  see  the  acutely 
drowned  victim.  The  victim  will  have  been 
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CHANGES  PRODUCED  BY  FRESH 
WATER  DROWNING 
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Figure  2 Schematic  representation  of  the  physiologic 
changes  which  occur  during  Fresh  Water  Drowning. 

(Modified  from  Shaw.  17.) 


Figure  3.  Composite  changes  in  whole  blood  hemoglobin 
and  plasma  hemoglobin  which  occur  in  dogs  during 
experimental  Fresh  Water  Drowning.  Modified  from 
Swan,  et.  al.  18.) 

removed  from  the  water  and  will  have  had 
artificial  respiration  of  some  type  applied  by  a 
lay-person  or  a semi-trained  person  at  the  pool- 
side.  To  insure  the  success  of  this  portion  of 
resuscitation,  reliance  must  be  placed  upon  the 
various  training  media  and  the  lay  press  to  in- 
culcate the  general  public  with  the  method  of 
“mouth-to-mouth”  resuscitation.  There  is  little 
question  now  of  the  efficiency  of  this  method  of 
artificial  resuscitation  and  a great  effort  must 
be  made  by  the  whole  medical  profession  to  dis- 
seminate to  the  public  information  about  it.<2°’29) 
When  the  partially  resuscitated,  partially 
drowned  victim  is  brought  to  the  hospital,  the 
physician  is  presented  with  a true  medical  emer- 
gency. The  first,  and  most  pressing  problem,  is 
to  accurately  assess  the  severity  of  the  drowning 
accident,  for  all  subsequent  therapy  will  be  bas- 
ed upon  this  evaluation.  The  pulse,  cardiac 
rhythm,  blood  pressure,  respiratory  rate  and 


Figure  4.  Composite  changes  in  serum  electrolytes  which 
occur  in  dogs  during  Fresh  Water  Drowning.  The  mark- 
ed alteration  of  the  Na/K  ratio  is  apparent  as  is  the 
rapidity  of  the  electrolyte  changes.  (Modified  from  Swan, 
et.  al.  18.) 
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Figure  5.  Summarization  of  the  electrolyte  changes  which 
occur  in  dogs  following  death  by  Fresh  Water  Drowning. 
The  graph  illustrates  the  marked  dilution  of  serum  elec- 
trolytes which  occur,  and  the  abnormal  Na/K  ratio 
which  is  present. 

level  of  consciousness  all  are  immediatey  avail- 
able and  excellent  indicators  of  the  severity  of 
the  drowning  accident.  They  must  be  monitored 
by  some  responsible  person  in  serial  fashion  for 
as  long  as  the  victim’s  condition  warrants.  Emer- 
gency laboratory  data  should  include  the  whole 
blood  hemoglobin  or  the  hematocrit,  the  plasma 
hemoglobin,  serum  electrolyes  and  total  pro- 
teins. These,  too,  must  be  followed  in  serial  fash- 
ion. <22) 

The  patient  must  be  provided  with  an  ade- 
quate airway  and  this  is  best  accomplished  by 
an  emergency  tracheostomy,  in  all  but  the  most 
minimally  drowned  patients.  This  tracheostomy 
will  provide  an  avenue  for  an  endotracheal  tube 
and  positive  assistance  to  breathing  should  it  be 
required.  It  will  aso  permit  more  complete 
aspiration  of  fluids  and  debris  from  the  tracheo- 
bronchial tree.  It  will  obviate  the  problems  caus- 
ed by  laryngo-spasm  and  vomiting. 

Oxygen  therapy  should  be  administered  in  a 
manner  which  best  fits  the  needs  of  the  patient. 
Oxygen  by  face  mask  or  nasal  catheter  may  be 
sufficient.  Oxygen  by  an  Intermittent  Positive 
Pressure  device  will  be  required  for  most  pa- 
tients to  counteract  the  tendency  toward  pul- 
monary complications.  The  more  seriously 
drowned  victim  may  require  the  assistance  of 
an  anesthesiologist. <22'26,27) 

A large  bore  nasogastric  tube  should  be  in- 
serted into  the  stomach  in  order  to  prevent 
vomiting  and  to  avoid  the  mechanical  problems 
of  gastric  overdistention. 

A urinary  catheter  should  be  inserted  and  the 
urine  output  closely  monitored. 
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A large  caliber  intravenous  catheter  should  be 
introduced  into  the  inferior  vena  cava  through  a 
femoral  cut-down  in  all  but  the  milder  drown- 
ing accidents.  This  catheter  will  allow  the  physi- 
cian to  constantly  monitor  venous  pressure  and 
withdraw  and  administer  blood  and  fluid  as  the 
situation  demands. 

One  of  the  major  threats  that  complicate  the 
drowning  accident  is  ventricular  arrhythmia. 
This  is  probably  the  fatal  terminal  event  of  the 
post  resuscitative  phase  of  fresh  water  drowning. 
The  best  treatment  of  ventricular  arrhythmia  is 
prevention.  Since  it  has  been  shown  that  ventric- 
ular arrhythmias  are  due  to  the  combination  of 
anoxia  and  abnormal  potassium  to  sodium  ratio, 
prevention  can  best  be  effected  by  rapidly  restor- 
ing the  oxygen  carrying  capacity  of  the  blood 
and  by  normalizing  the  serum  electrolyte  rela- 
tionships. We  will  consider  the  methods  of  ac- 
complishing these  ends  shortly.  It  is  vital  that 
the  physician  treating  a near-drowned  patient 
remains  constantly  prepared  to  treat  cardiac 
arrhythmias  should  they  occur.  This  requires 
that  the  physician  be  mentally  and  physically  an- 
ticipating this  condition;  be  prepared  to  perform 
external  cardiac  massage;  and  be  familiar  with 
principles  of  electric  defibrillation. <22,23)  (Fig.  6) 

The  Definitive  Therapy  of  Fresh  Water 
Drowning 

It  is  axiomatic  that  any  therapeutic  approach 
designed  to  combat  a condition  as  catastrophic 
as  that  of  drowning  must  be,  in  itself,  vigorous, 
aggressive  and  pathophysiologically  oriented. 
Any  proposed  therapeutic  approach  must  be  so 
designed  that  it  simultaneously  and  correctively 
deals  with  the  problems  of  hypervolemia,  water 
intoxication,  anoxia,  shock,  cardiac  arrhythmias 
and  electrolyte  disarray. 

At  this  point,  in  an  effort  to  clarify  the  more 
definitive  treatment  of  drowning,  it  is  conveni- 
ent to  divide  the  severity  of  the  drowning  acci- 
dent into  three  groups  for  discussion.  The  first 
group,  the  Minimally  Drowned  Group,  would 
be  composed  of  those  individuals  who  were 
under  water  for  something  less  than  three-and- 
one-half  to  four  minutes.  They  were  promptly 
and  effectively  resuscitated  at  the  pool-side  and 
their  vital  signs  remained  normal  and  stable.  On 
arrival  at  the  hospital,  they  were  fully  conscious. 
All  laboratory  data  were  normal  or  nearly  so 
and  their  electrocardiograms  were  normal.  Uri- 
nary output  remained  normal.  These  people  need 


December , 1964 


873 


Original  Articles 

little  more  than  careful  observation  and  rest  for 
one  or  two  days/10’  Their  only  post-drowning 
complication  is  likely  to  be  a pulmonary  “sub- 
mersion syndrome”  characterized  by  mild  fever, 
leukocytosis  and  transient  pulmonary  infil- 
trates/15'16'17’ 

The  second  group  of  drowning  victims,  the 
Moderately  Severe  Group,  would  have  been 
under  water  for  a slightly  longer  period  of  time, 
perhaps  three-and-one-half  to  five  minutes.  Their 
resuscitation  was  delayed  but  effective.  Their 
vital  signs,  although  perhaps  normal,  tend  to  be 
unstable.  Their  sensorium  is  not  entirely  clear. 
On  arrival  at  the  hospital,  they  show  tachycardia, 
some  premature  or  ectopic  beats,  hypotension 
and  early  signs  of  shock.  There  is  an  increased 
plasma  hemoglobin,  hemoglobinuria,  and  the 
hematocrit  is  mildly  depressed.  The  serum  so- 
dium is  moderately  depressed  and  the  serum 
potassium  moderately  elevated.  The  serum  pro- 
teins show  moderately  severe  dilution.  Urine  out- 
put is  normal  or  slightly  diminished. 

The  treatment  of  this  “moderately  severely 
drowned  patient”  embodies  all  of  the  monitoring 
of  vital  signs,  electrolyte  levels,  electrocardio- 
grams, urinary  output  and  x-rays  described 
above,  plus  therapeutic  efforts  to  restore  normal 
electrolyte  patterns  and  oxygen  carrying  capaci- 
ty of  the  blood. 

Depending  upon  the  level  to  which  the  serum 
sodium  has  been  diluted,  it  may  be  necessary  to 
replace  this  ion  in  the  drowned  victim.  The  re- 
placement of  sodium  is  best  done  with  a 5% 
sodium  chloride  solution.  Isotonic  saline  solution 
must  not  be  used  since  it  will  never  correct  the 
hyponatremia  and  will  further  expand  the  blood 
volume.  The  hyperkalemia  and  hypervolemia 
may  require  phlebotomy  with  the  withdrawal 
of  sufficient  abnormal  blood  to  allow  re-trans- 
fusion  of  normal  bank  blood  or  packed  red  blood 
cells.  Calcium  should  be  considered  if  symptoms 
warrant. 

The  third  group  of  drowned  victims,  the  Se- 
verely Drowned  Group,  would  have  been  under 
water  for  more  than  four  to  five  minutes.  Their 
resuscitation  was  difficult  and  often  incomplete. 
Their  vital  signs  indicate  shock,  cardiac  failure 
and  cardiac  arrhythmia.  Their  sensorium  is  mark- 
edly obtunded.  Laboratory  studies  show  marked 
hemo-dilution  with  hemoglobinemia  and  anemia. 
Urine  output  is  often  greatly  diminished. 

The  treatment  of  this  “severely  drowned 


group”  of  patients  presents  many  problems,  most 
of  which  are  related  to  the  tremendous  hemo- 
dilution.  Their  therapy  would  seem  to  logically 
revolve  around  dealing  directly  with  this  hemo- 
dilution.  The  most  direct  approach  would  be  to 
replace  the  abnormal  blood  that  has  been  diluted 
by  drowning  fluid  with  donor  blood  that  is  more 
nearly  normal  in  composition.  This  implies  an 
“exchange  transfusion”  technique.  This  technique 
is  not  a new  one.  It  has  been  of  proven  value  in 
many  of  the  poisoning  states  and  has  had  wide 
application  among  pediatricians  in  the  treat- 
ment of  erythroblastosis. 

In  applying  the  concept  to  the  drowned  pa- 
tient, it  would  seem  most  logical  to  predicate  the 
amount  of  blood  to  be  withdrawn  initially  upon 
the  clinical  condition  of  the  patient.  The  more 
severe  the  drowning  accident  seems  to  be  (i.e., 
the  higher  the  plasma  hemoglobin;  the  lower  the 
hematocrit;  the  more  disarranged  the  electrolyte 
pattern)  the  more  blood  that  should  be  initially 
withdrawn.  Blood  used  in  the  donor  transfusion 
should  be  as  fresh  as  possible  to  obviate  the  dif- 
ficulties with  potassium  inherent  in  older  banked 
blood.  Depending  entirely  upon  clinical  judg- 
ment, and  monitored  constantly  by  venous  pres- 
sure, it  would  seem  that  for  every  three  or  four 
pints  of  blood  withdrawn  from  the  patient,  ap- 
proximately two  pints  of  bank  blood  should  be 
replaced.  The  objective  of  such  an  exchange 
transfusion,  depending  upon  the  severity  of  the 
drowning  accident,  should  be  a replacement  of 
approximately  80f  of  the  total  blood  volume. 

It  is  obviously  quite  important  to  have  some 
guide  lines  so  as  not  to  overtransfuse  the  patient 
on  the  one  hand  or  deplete  the  blood  volume  too 
far  on  the  other  hand.  It  is,  therefore,  wise  to 
insert  a venous  catheter  into  a major  vein  and 
constantly  monitor  the  venous  pressure.  A drop 
in  venous  pressure  would  indicate  the  need  for 
transfusion,  while  a rise  would  indicate  the  need 
for  further  blood  withdrawal.  The  duration  of 
the  exchange  transfusion  can  be  accurately  de- 
termined by  the  plasma  hemoglobin  level.  When 
this  level  drops  below  approximately  75mgs.  %, 
an  adequate  exchange  has  been  achieved. 

Summary 

Because  drowning  is  a frequent  cause  of  mor- 
bidity and  mortality  it  merits  more  attention  in 
the  medical  literature  than  it  has  been  given. 
The  majority  of  recent  experimental  efforts  have 
been  directed  toward  methods  of  artificial  resus- 
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citation  to  the  exclusion  of  the  more  definitive 
aspects  of  medical  care.  This  communication  re- 
views the  physical  and  biochemical  events  of 
drowning,  demonstrating  the  tremendous  hemo- 
dilution,  hemolysis  and  electrolyte  disarray.  A 
preliminary  hypothesis  for  treatment  is  proposed 
using  a central  concept,  an  exchange  transfusion 
technique.  This  technique  is  combined  with  ex- 
tensive supportive  care  of  the  drowned  victim. 
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THE  MANAGEMENT  OF  PATIENTS  WITH 
ANGINA  AND  INFARCTION  OF  THE  HEART 


bV 

William  Dock,  M.D. 


BY  the  end  of  the  nineteenth  century,  professors 
of  medicine  and  pathology  knew  myocardial 
infarction,  in  its  catastrophic  form,  as  well  as 
we  do  today,  but  only  after  portable  electro- 
cardiographs were  introduced  around  1930,  did 
practitioners  in  North  America  recognize  and 
treat  as  heart  disease  the  mild  attacks  which  had 
either  been  called  “acute  indigestion  ’ or  angina 
pectoris.  For  15  years  6 weeks  bed  rest,  6 months 
away  from  work  was  the  treatment,  based  on 
electrocardiographic  diagnosis.  Many  cases  with- 
out coronary  disease  were  so  treated  — pulmon- 
ary embolism  and  acute  pericarditis  heading  the 
list. 

Then  came  the  dicoumarol  era,  with  some 
relaxation  of  bed  rest,  and  the  swing  to  heparin 
after  1955.  Today  there  is  no  therapy  widely 
accepted  by  the  experts.  Some  of  the  leading 
clinics  and  cardiologists  reject  anticoagulant 

Presented  at  the  Seventh  Annual  Cardiac  Symposium  of  the 
Arizona  Heart  Association  January  24,  1964  at  the  Biltmore 
Hotel,  Phoenix,  Arizona. 
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Despite  intensive  investigation,  the  etiology  of  coronary  disease  remains 
obscure  and  the  management  controversial.  The  author  briefly  summarizes 
the  various  forms  of  treatment  advocated  since  the  19th  Century.  Con- 
trolled physical  activity  and  diet  are  considered  by  him  as  the  most  im- 
portant. 


therapy  for  all  cases;  many  doctors  use  it  only 
for  cases  they  consider  bad  risks,  which  may  be 
10  to  40%  of  those  diagnosed  coronary  disease. 
The  zone  of  erroneous  diagnoses  has  been  nar- 
rowed by  serum  enzyme  studies,  and  the  strict 
bed  rest  in  many  clinics  is  limited  to  patients 
with  shock,  sinus  tachycardia,  or  arrhythmias  re- 
quiring monitoring  or  pacemakers.  Some  doctors 
use  routine  quinidine,  but  fewer  than  30  years 
ago;  some  use  salt  restriction  routinely,  and  some 
begin  the  prudent,  low  animal  fat  diet  at  once. 
But  uniformity  in  treatment  is  gone,  and  each 
doctor  must  decide  how  to  treat  each  case,  and 
how  he  would  like  to  be  tieated  when  his  turn 
comes,  as  it  does  to  nearly  one  out  of  three  doc- 
tors, lawyers  and  white-collar  workers  — as  well 
as  to  soldiers  and  sailors,  who  seem  to  be  attack- 
ed even  earlier  in  life. 

I can  give  you  only  one  doctor’s  view  of  the 
problem,  but  it  is  that  of  a doctor  who  first 
learned  of  the  electrocardiographic  signs  45  years 
ago,  and  who  was  a pupil  of  Herrick,  Wilson  and 
Levine  more  than  40  years  ago.  Prior  to  1925, 
80%  of  the  cases  went  back  to  work  as  soon  as 
they  got  over  “acute  indigestion”  while  20%  died 
within  a few  days,  sometimes  correctly  diagnosed 
but  more,  like  President  Harding  in  1922,  put 
down  as  “acute  cholecystitis  and  pneumonia.” 
Thus  most  doctors,  and  most  heart  specialists, 


dismissed  with  other  diagnoses  the  cases  of  cor- 
onary disease,  whether  they  died  or  recovered, 
and  only  those  who  saw  many  autopsies  realized 
what  this  disease  really  was,  prior  to  wide-spread 
use  of  portable  electrocardiographs. 

In  my  own  practice,  the  6 weeks  bed  rest  was 
never  used,  but  from  1946  to  1950  dicoumarol 
was  used  routinely,  and  in  1956  to  1958  various 
combinations  of  heparin  and  coumadin  were 
used.  So  my  personal  experience  covers  a long 
and  varied  spectrum  of  management. 

One  approach  to  management  is  to  treat  this 
disorder  as  running  a course  uninfluenced  by  all 
factors  except  hereditary  predisposition.  Corvis- 
art  took  this  attitude  when  he  chose  a quotation 
from  Virgil  to  open  his  book  on  heart  disease: 
“Fixed  in  his  side  the  fatal  shaft.”  Many  famous 
physicians,  John  Hunter,  James  MacKenzie  and 
Thomas  Lewis  among  them,  worked  hard  and 
lived  for  two  decades  after  onset  of  coronary 
disease,  although  they  did  not  change  their  diets, 
or  use  any  our  modern  drugs  to  alter  clotting  or 
plasma  lipid.  Perhaps  we  should  follow  their  ex- 
amples. 

Another  approach  is  to  blame  this  disease  on 
stress,  to  retire  from  active  life  and  live  on  tran- 
quilizers, possibly  adding  estrogens  to  moderate 
the  libido.  Or,  if  one  is  a disciple  of  Paracelsus 
and  the  drug  detail  men,  one  may  rely  entirely 
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on  drugs  to  dilate  arteries,  delay  clotting,  lower 
plasma  lipids,  and  activate  lipases.  Intrepid  men 
will  seek  surgeons,  to  provide  collateral  vessels, 
clean  out  obstructions,  and  possibly  to  remove 
enough  jejunum  to  protect  them  from  the  metab- 
olic consequences  of  over-eating.  But  for  a dis- 
ciple of  Hippocrates,  the  management  would  be 
a life  of  vigorous  activity,  mental  and  physical,  a 
diet  free  of  rich  foods,  moderation  in  use  of  al- 
cohol — the  regime  favored  by  William  Osier  for 
the  many  doctors  with  angina  whom  he  saw  at 
Hopkins  before  and  after  his  1896  treatise  on 
coronary  disease. 

The  Hippocratic  or  Oslerian  approach  seems 
best  to  me.  This  involves  confinement  to  quart- 
ers (not  to  bed)  for  the  first  two  or  three  weeks 
after  onset  of  average  infarcts  ( no  shock  or 
tachycardia,  a day  or  two  of  pain)  or  of  angina 
of  effort.  Prompt  use  of  narcotic  and  reassur- 
ance is  of  great  value  in  controlling  the  panic 
which  seizes  many  on  realizing  they  have  coro- 
nary disease,  while  ordering  complete  bed  rest 
for  6 weeks  merely  adds  to  fear  and  stress,  and 
may  double  the  death  rate.  Shock,  arrhythmia 
or  heart  failure  require  prompt  treatment,  and 
gradual  rehabilitation  over  many  weeks.  Salt 
restriction  is  obligatory  for  these  cases,  and  de- 
sirable for  all  people  with  hypertension  or  heart 
disease.  The  intake  of  calories,  and  especially  of 
saturated  fat  ( egg  yolk,  butter  fat  or  cream,  stall- 
fed  beef  and  pork ) should  be  restricted,  and  use 
of  vegetable  oil  to  replace  sugar  and  starch,  as 
well  as  animal  fat,  should  be  encouraged.  Exer- 
cise alone  can  lead  to  a good  collateral,  but  must 
be  increased  gradually  and  for  several  months 
exercise  after  meals  must  be  avoided.  The  object 
of  management  is  a normal  life  and  this  can  be 
achieved  in  most  patients. 

While  I do  not  use  coiunadin  or  heparin  any 
more,  I realize  many  doctors  have  confidence  in 
them  and  I hesitate  to  discourage  use  of  therapy 
in  which  patients  have  great  faith.  If  used,  they 
should  be  given  in  full  doses,  not  as  placebos  in 
ineffective  amounts.  I prefer  to  see  what  two 
months  of  diet  do  before  starting  drugs  like  nico- 
tinic acid,  thyroid  or  its  analogs,  or  newer  agents, 
such  as  chlorphenylisobutyrate.  These  are  really 
effective  in  lowering  plasma  cholesterol  and 
triglyceride,  but  vary  greatly  in  different  pa- 
tients, so  that  dosage  and  choice  of  the  best 
drug  or  combination  requires  careful  study. 


Nicotinic  acid  has  its  own  variety  of  side-effects, 
some  harmless  but  surprising,  but  is  the  cheapest 
effective  agent.  Dextrothyroxin  and  chlorphenyn- 
lisobutyrate  are  not  available  by  prescription,  but 
the  latter  has  the  fewest  side  effect  and  may 
prove  invaluable.  Other  agents  have  been  proved 
potent,  but  have  had  no  extensive  clinical  trial. 
Whether  lowering  plasma  lipid,  by  diet  or  drugs, 
will  really  reduce  the  risk  of  progress  of  disease 
remains  to  be  proved.  But  wherever  populations 
have  low  levels  of  cholesterol  they  enjoy  low  in- 
cidence and  late  onset  of  coronary  and  thrombo- 
embolic diseases,  so  that  this  approach  is  rational 
and  certainly  harmless.  Any  patient  who  accepts 
cheerfully  a regimen  in  which  he  and  his  doctor 
believe  will  live  more  free  of  dread  and  this,  in 
itself,  improves  prognosis  of  a disease  to  whose 
evolution  frustration,  fear  and  stress  seem  to 
contribute  greatly. 

In  angina,  a clinical  syndrome  which  has  been 
related  with  coronary  disease  for  nearly  two  cen- 
turies, one  has  ample  occasion  to  observe  how 
stress  and  frustration,  high  salt,  high  fat,  or  high 
alcohol  intake  aggravate  the  symptoms  or  reduce 
the  physical  activity  needed  to  evoke  pain.  In 
some  patients  modest  daily  doses  of  phenobari- 
tal  greatly  improve  the  condition,  in  others  and 
especially  those  with  decubital  angina  sodium 
depletion  by  diet  or  drugs  is  very  effective.  We 
have  learned  that  acute  left  ventricular  failure 
occurs  in  every  attack,  but  digitalis  only  occa- 
sionally is  of  benefit.  We  have  learned  that  ni- 
trites act  mainly  by  reducing  left  ventricular 
load,  not  by  increasing  flow  in  ischemic  areas, 
although  they  do  increase  flow  in  normal  heart 
or  areas  supplied  by  patent  arteries.  We  know 
that  hyperlipemia  due  to  fat  or  alcohol  ingestion 
does  impair  oxygen  exchange  and  thus  aggra- 
vate this  disorder.  But  all  our  new  knowledge 
merely  explains  why  it  was  that  Osier  obtained 
good  results  by  prescribing  “steady  quiet  exer- 
cise” and  stating  that  “Diet  is  the  central  point 
in  treatment  — death  lies  in  the  pot.” 
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GYNECOLOGIST 

PROGRAM 

SOUTH  VIET  NAM 
August,  1963 


Every  physician  should  experience  the  feeling  of  doing  a difficult  job  in 
an  area  where  his  services  are  desperately  needed.  It  re-establishes  the 
basic  tenets  of  being  a doctor.  MEDICO  offers  physicians  this  opportunity. 

This  author  has  experienced  this  refreshing  sensation  working  with  the 
physicians  and  people  of  South  Viet  Nam. 

MEDICO  has  an  excellent  program  because  it  utilizes  all  doctors  in  situa- 
tions where  they  can  function  at  their  maximum  advantage  to  a particular 
country's  needs.  This  is  the  type  of  people-to-people  relationship  that  builds 
good  international  relations. 


THIS  past  summer  I had  the  privilege  of  serv- 
ing with  Medico  in  Saigon,  South  Viet  Nam 
as  a visiting  specialist.  I was  the  sixth  in  a series 
of  American  Board  Gynecologists  to  serve  for 
one  month  in  this  capacity.  The  program  of 
which  I was  a part  was  organized  by  Dr.  Te- 
Linde  of  John  Hopkins  University  in  the  spring 
of  1963. 

Medico  is  the  Medical  International  Coopera- 
tive Organization  organized  in  1958  by  Dr.  Peter 
Comanduras  and  the  late  Dr.  Tom  Dooley.  It 
was  established  as  a non-governmental,  non-sec- 
tarian, non-profit  organization  with  the  purpose 
of  providing  clinical,  medical  and  surgical  serv- 
ices to  the  newly  emerging  countries  where  such 
services  were  most  urgently  needed. 


Doctor  Janssen  has  offices  at  5600  East  Fifth  Street,  Tucson, 
Arizona. 

December,  1964 


Formerly  Medico  and  the  organization  of  Care 
had  been  cooperatively  engaged  in  health  and 
social  service  efforts  in  many  countries.  In  March 
1962  Care  and  Medico  announced  the  merger  of 
the  two  organizations  whereby  Medico,  “a  serv- 
ice of  Care,”  will  continue  to  operate  and  expand 
its  overseas  programs  with  Care  handling  the 
administrative  and  logistical  aspects  of  the  pro- 
gram. In  this  manner  administrative  costs  are  re- 
duced, duplicated  facilities  eliminated  and  the 
efforts  and  talents  of  the  physicians  and  nurses 
of  Medico  are  directed  solely  toward  providing 
the  medical  service  for  which  they  are  trained. 

Most  of  Medico’s  programs  abroad  originate 
in  a request  from  the  government  with  the  gov- 
ernment’s approval.  The  establishment  of  the 
project  is  usually  preceded  by  a survey  to  inves- 
tigate the  medical  needs  of  the  country  and  to 
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determine  the  type  of  program  which  will  meet 
those  needs.  When  the  program  is  to  be  estab- 
lished in  a hospital  or  clinic,  the  initial  arrange- 
ment with  the  host  government  includes  a clear 
understanding  that  the  Medico  program  will  con- 
tinue only  for  the  length  of  time  required  to  train 
local  personnel  to  assume  responsibility.  Under 
this  training  policy  the  host  government  agrees 
to  provide  counterpart  personnel  to  work  with 
the  Medico  doctors,  nurses  and  technicians. 

Under  the  aegis  of  Medico  and  with  the  co- 
operation  of  the  American  College  of  Obstetri- 
cians and  Gynecologists  a program  for  visiting 
specialists  in  the  field  of  gynecology  was  or- 
ganized by  Dr.  TeLinde  who  is  the  liaison  of- 
ficer between  Medico  and  the  American  College 
of  Obstetricians  and  Gynecologists.  This  new 
program  is  known  as  Global  Gynecologists. 

As  an  example  of  a parallel  situation,  there  is 

at  present  a very  effective  overseas  program 
known  as  the  Orthopedics  Overseas  Division  of 
Medico.  There  are  now  four  stations  where  the 
Orthopedic  surgeons  spend  one  month  of  their 
time  at  their  own  expense,  operating  and  teach- 
ing their  speciality.  The  wives  of  the  Orthopedic 
specialists  are  encouraged  to  accompany  their 
husbands  and  in  most  cases  assist  them  in  some 
form  of  activity  such  as  an  administrative  assist- 
ant, nurse,  or  technologist. 

Our  program  of  Global  Gynecologists  was  pat- 
terned along  these  same  lines  and  it  was  Dr. 
TeLinde  who  visited  Saigon  during  the  month  of 
March  1963  as  the  first  consulting  gynecologist 
to  South  Viet  Nam.  With  the  cooperation  of  Dr. 
Tran  Din  De,  the  Min  ister  of  Health  and  former 
resident  of  John  Hopkins  University  in  Gynecolo- 
gy, Dr.  TeLinde  organized  an  effective  and 
worthwhile  consulting  gynecologist  program  for 
the  physicians  in  Saigon. 

In  lieu  of  taking  my  wife  who  stayed  home 
to  care  for  our  other  three  children,  I took 
my  17  year  old  son.  He  had  been  trained  as  a 
surgical  scrub  technician  in  Tucson  Medical 
Center  Hospital  and  served  effectively  in  that 
same  capacity  overseas.  He  too  was  given  a sin- 
cere, warm  welcome  by  the  personnel  in  the 
hospitals  and  he  seemed  to  enjoy  a special, 
friendly  relationship  with  the  younger  interns 
on  the  staff.  He  had  the  oppotrunity  to  visit  in 
their  homes,  ride  ‘ piggy-back’’  on  the  rear  of  one 
of  the  intern’s  motor  scooter,  go  to  the  cinema 
with  them,  etc.  I am  certain  that  this  profoundly 


interesting  and  enlightening  experience  in  Viet 
Nam  will  help  to  broaden  his  outlook  and  per- 
haps serve  as  a catalyst  for  a greater  purpose 
in  his  life  regardless  of  his  chosen  occupation 
or  profession. 

It  is  estimated  that  there  are  about  750  doc- 
tors in  South  Viet  Nam.  Slightly  over  400  of 
these  are  in  the  Army.  Immediately  after  gradu- 
ation the  doctors  are  inducted  into  the  Army. 
The  older  men  and  women  physicians  are  left  to 
take  care  of  the  civilian  population.  Two  of  the 
twelve  million  people  in  South  Viet  Nam  live 
in  Saigon.  The  remaining  10  million  live  in  the 
few  small  cities,  but  principally  in  the  small 
villages  from  which  they  go  into  the  rice  patties 
and  fields  to  work.  The  civilian  doctors  tend  to 
congregate  in  Saigon,  leaving  the  small  cities 
and  villages  with  almost  no  medical  attention.  In 
addition  to  the  general  shortage  of  doctors  there 
is,  according  to  the  Minister  of  Health,  a need 
for  highly  trained  specialists  in  every  field.  In 
the  capital  of  each  province  there  is  a small, 
crude  and  poorly  staffed  hospital.  Four  of  these 
are  staffed  by  surgical  teams  sent  out  from  the 
United  States  by  the  State  Department.  At  pres- 
ent our  program  is  confined  to  the  two  large 
maternity  hospitals  in  Saigon;  however,  in  the 
future  it  is  hoped  that  there  may  be  some  type 
of  consulting  program  with  the  smaller  outlying 
province  hospitals  which  are  urgently  in  need  of 
trained  gynecological  surgeons. 

The  five  men  who  preceded  me  in  Saigon 
were  astonished  as  I was  by  the  vast  amount  of 
pathological  material.  Every  conceivable  gyne- 
cologic condition  was  encountered!  Vaginal  and 
uterine  prolapse  in  varying  degrees  and  in  great 
quantities  were  especially  prevalent.  Vesico  vagi- 
nal fistulae  and  other  types  of  fistulae  were  seen 
along  with  complete  perineal  lacerations,  abdom- 
inal tumors,  both  benign  and  malignant,  of  the 
uterus  and  adnexae,  chorioepitheliomas,  and 
others  too  numerous  to  mention. 

The  large  number  of  ectopic  pregnancies,  Ce- 
sarean Sections  and  less  complicated  pelvic  sur- 
gery was  performed  by  the  attending  and  resi- 
dent staff  of  the  hospitals.  As  the  consulting 
specialist,  I performed  the  more  difficult  opera- 
tive cases,  but  wherever  possible  the  Vietnamese 
staff  physician  or  resident  was  guided  through 
the  case  with  careful  supervision  and  instruction. 
Most  of  these  men  have  had  no  training  com- 
parable with  that  of  a first  class  residency  in 
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the  United  States.  On  the  other  hand,  they  seem 
bright  and  anxious  to  learn.  In  addition  to  gyne- 
cologic surgery  ward  teaching  of  the  residents 
and  staff  physicians  was  carried  out  six  days  a 
week.  However,  by  the  latter  part  of  August  lit- 
tle student  teaching  was  accomplished  because 
of  the  extreme  unrest  within  Saigon.  All  of  the 
schools  and  universities  closed. 

The  surgery  was  performed  at  the  Tu  Du  Hos- 
pital three  days  a week  and  Hung  Vuong  Hos- 
pital the  alternate  three  days  of  the  week.  Each 
of  these  two  government  hospitals  were  used 
strictly  for  obstetrics  and  gynecology.  The  build- 
ing were  old,  yellow,  stucco  covered,  tile  roofed, 
three  story  structures  built  about  1900  by  the 
French.  Very  few  improvements  have  been  made 
in  these  hospitals  during  the  past  sixty  years. 
Each  of  the  operating  rooms  did  have  a small 
window  type  air  conditioning  unit;  otherwise,  no 
cooling  system  was  used  throughout  the  hos- 
pitals other  than  an  occasional  large,  blade  type, 
ceiling  hung,  rotary  fan. 

The  operative  room  technic,  which  is  so  dif- 
ferent from  that  of  America,  is  an  education  in 
itself.  Here,  improvements  in  asepsis  and  pro- 
cedures were  gradually  effected.  But,  recogniz- 
ing that  theirs  has  been  a surprisingly  efficient 
system  for  years,  any  remarkable  change  would 
have  to  take  place  gradually  and  tactfully.  The 
instruments  were  of  an  old  French  type,  limited 
in  variety  and  number,  and  of  poor  quality.  Cat- 
gut sutures  were  of  fair  quality,  but  very  limited 
in  the  amount  and  type.  Virtually  no  chromic 
catgut  was  available.  The  gloves  were  poor,  and 
many  were  patched.  Often  times  the  patches 
would  peel  off  of  the  gloves  and  into  the  wound 
during  the  operative  procedure.  The  gowns  were 
of  an  old  French  style,  somewhat  flimsy  for  the 
most  part,  and  consisted  of  a button  type  sleeve 
with  an  attached  mask  extending  up  from  the 
front  of  the  neck  to  be  tied  up  over  the  nose  and 
face.  Because  the  gowns  buttoned  at  the  wrist, 
they  were  constructed  like  an  ordinary  dress 
shirt.  Consequently  a large  portion  of  the  fore- 
arm became  exposed  after  the  gown  was  in  place, 
even  though  gloves  had  been  put  on  and  stretch- 
ed up  over  the  wrist  as  far  as  possible. 

The  anesthesia,  performed  solely  by  nurse 
anesthestists,  was  quite  good  and  was  handled 
by  a closed  system  of  ether  inhalation.  The  anes- 
thetists were  conservative,  observant  and  most 
cooperative.  Some  of  them  had  been  trained  in 
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Canada  and  France.  During  the  operative  pro- 
cedure blood  was  available  in  quantities  of  250 
c.c.  units,  but  were  used  quite  sparingly.  Thus, 
it  was  not  considered  advisable  to  attempt  ex- 
tensive or  radical  surgery  under  these  circum- 
stances. The  post-operative  care  on  the  wards 
was  supervised  by  a resident  staff  physician  and 
the  nurse. 

Generally  speaking  the  volume  of  patients  was 
tremendous.  At  each  of  the  two  maternity  hos- 
pitals where  the  work  was  done  there  were  ap- 
proximately 15,000  deliveries  per  year.  The  great 
majority  of  these  deliveries  were  done  by  well 
trained  mid-wives  with  the  attending  staff  re- 
sponsible for  the  complicated  cases.  The  Cesar- 
ean Section  rate  approximated  twelve  per  cent 
which  by  American  standards  is  high.  However, 
one  must  realize  that  these  hospitals  act  as  re- 
ceptacles for  these  cases  with  forseeable  prob- 
lems, repeat  Cesarean  Sections,  abruptio  placen- 
tas, placenta  previas,  dystocia  due  to  mal-posi- 
tions,  and  other  complicated  cases.  Some  pa- 
tients, many  of  whom  are  from  the  provinces, 
have  no  prenatal  care  and  arrive  as  obstetric 
emergencies. 

Most  of  the  patients  resided  in  large  thirty  to 
forty  bed  wards  and  some  were  kept  in  the  halls 
if  a lack  of  ward  space  existed.  Oftentimes  two 
small  cots  would  be  pushed  together  to  allow 
three  persons  to  lie  lengthwise  along  the  beds 
while  the  fourth  patient  would  lie  crossways 
along  the  end  of  the  bed.  Frequently  two  pa- 
tients would  share  one  small  army  cot  which 
had  wooden  slats  for  springs  and  only  a grass 
mat  beneath  them  as  a mattress.  The  patients 
gowns  consisted  of  old  flour  sacks  sewn  together. 
Yet,  in  spite  of  these  extreme  conditions  the  pa- 
tients were  uncomplaining,  calmly  accepting 
whatever  treatment  or  service  was  given  them, 
and  almost  stoic  about  the  entire  situation.  For 
most  of  them  this  meant  a well  needed  respite 
from  very  heavy  house  work,  strenuous  labor, 
and  having  more  children. 

Cancer  detection  is  in  its  infancy,  principally 

because  of  the  lack  of  education,  failure  of  com- 
munication with  the  masses,  plus  the  very  limit- 
ed number  of  pathologists,  laboratory  facilities, 
and  absence  of  screening  technicians.  In  fact,  to 
the  best  of  my  knowledge  there  are  only  three 
qualified  pathologists  in  the  entire  city  of  Saigon. 
Consequently  there  is  a long  delay  in  the  return 
of  all  pathologic  reports  and  no  frozen  sections 
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are  available.  More  instruments  and  supplies 
provided  by  Medico-Care,  including  those  which 
had  been  left  by  preceding  doctors,  served  as  a 
good  working  nucleus  and  it  was  felt  that  this 
neophite  program  was  progressing  very  well. 
Realizing  the  many  obstacles  facing  them,  this 
program  was  enuthusiastically  received  by  the 
Vietnamese  doctors  and  they  were  greatly  en- 
couraged by  the  fact  that  our  roster  called  for 
more  doctors  to  visit  Saigon  month  after  month 
through  the  year  1964.  It  was  most  gratifying  to 
observe  the  appreciation  of  the  Vietnamese  pa- 
tients and  their  families.  They  were  so  very 
greatful  for  the  concern  given  them  that  at  times 
their  response  was  almost  prayerful. 

It  was  on  the  morning  of  the  21st  of  August 
while  riding  to  the  hospital  in  our  Jeep  truck 
that  we  were  aware  of  a tense  “new  situation.” 
A great  number  of  armed  soldiers  lined  the 
streets  and  many  guards  surrounded  the  parks 
and  public  buildings.  The  hospital  personnel  and 
doctors  filled  us  in  on  the  details  of  the  govern- 
ment police  raid  at  the  Xa  Loi  pagoda  on  the 
night  just  passed.  Ry  mid-day  the  city  was  under 
martial  law.  For  the  next  few  days  no  mail  came 
in  or  out;  all  commercial  aircraft  were  prohibited 
from  landing  and/or  taking  off;  and  a very  strict 
curfew  was  enforced  through  the  25th  of  August. 


During  the  next  few  days  only  a portion  of  the 
scheduled  aircraft  arrived  and  departed  from 
the  Tansunnhut  airfield.  In  the  face  of  the  re- 
peated Buddhist  and  student  demonstrations  and 
threatened  riots  it  was  considered  to  be  in  our 
best  interest,  that  we  leave  Saigon  and  that,  at 
least  for  now,  our  program  be  discontinued. 

Needless  to  add,  the  doctors  in  the  hospitals 
were  dismayed  at  our  hasty  departure  and  deep- 
ly grieved  that  the  program  would  not  be  con- 
tinued. Their  loss  would  be  great  and  we  felt  a 
real  sympathy  for  them.  During  our  last  few  days 
in  the  hospitals,  die  staff  would  apologize  re- 
peatedly to  us  for  “the  way  things  were  in  their 
country.” 

As  our  plane  lifted  off  of  the  ground  and  cir- 
cled back  across  this  beautiful  city  and  then  out 
over  the  green  and  white  checker  board  pattern 
of  rice  paddies  far  below  I knew  that  some  day 
I wanted  to  return.  Return  to  renew  friendships 
created  there  in  Saigon  and  to  participate  once 
again  in  this  type  program.  For  it  is  in  a program 
such  as  this  that  you  know  your  time  and  efforts 
are  not  wasted.  Our  assistance,  both  technical 
and  material,  with  “no  strings  attached,”  results 
in  a common  bond  of  fellowship  and  sincere  in- 
ternational good  will. 
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A CONSERVATIVE  Rx 
FOR  A CLASSIC  Dx 


Sudden  onset 
Anterior 

Vague  in  character 
Effort 

SuBSTERNAL 


\ 


MILT RATE 

meprobamate  200  mg.  + pentaerythritol  tetranitrate  10  mg. 


Effective  tranquilization 
plus 

long-acting  coronary  vasodilation 

for 

prophylaxis  of  pain  in  angina  pectoris 


Indications:  ‘Miltrate’  is  useful  for  prophylaxis  of  pain  in  angina  pectoris  and  coronary  insufficiency,  especially  where  anxiety 
is  a factor.  Contraindications:  Like  all  nitrates,  pentaerythritol  tetranitrate  should  be  avoided  or  prescribed  cautiously  for 
patients  with  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions: 
Meprobamate  — Patients  engaged  in  activities  requiring  alertness  should  be  warned  of  drowsiness.  Meprobamate  may  increase 
the  effects  of  excessive  alcohol,  and  the  possibility  of  dependence  should  be  considered,  particularly  in  patients  with  a history  of 
drug  or  alcohol  addiction.  Sudden  withdrawal  may  result  in  reactions,  rarely  epileptiform  seizures.  Grand  mal  attacks  may  be 
precipitated  in  persons  susceptible  to  both  grand  and  petit  mal.  Prescribe  cautiously  and  in  small  quantities  to  patients  with 
suicidal  tendencies.  Side  effects:  Pentaerythritol  tetranitrate  — The  most  common  side  effects  are  transient  headache,  nausea,  and 
rash.  Weakness,  palpitation,  flushing,  gastrointestinal  distress,  and  lightheadedness  have  been  reported  on  a few  occasions. 
Meprobamate  - May  cause  drowsiness  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dosage.  Allergic  or  idiosyncratic 
reactions  are  rare,  generally  developing  after  one  to  four  doses  of  the  drug.  Mild  reactions  include  urticarial  or  maculopapular 
rash.  Serious  reactions,  rarely  encountered,  include  dermatological  effects,  acute  nonthrombocytopenic  purpura,  chills,  fever, 
fainting  spells,  angioneurotic  edema,  bronchial  spasm,  hypotensive  crisis,  anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treat- 
ment should  be  symptomatic,  and  the  drug  not  be  reinstituted.  Dosage:  Usual  dosage  is  one  or  two  tablets  before  meals  and 
at  bedtime.  Individualization  of  dosage  is  required  for  maximum  therapeutic  effect.  Doses  above  twelve  tablets  daily  are 
not  recommended.  Supplied:  White  tablets,  each  containing  meprobamate  200  mg.  and  pentaerythritol  tetranitrate  10  mg. 
Before  prescribing,  consult  package  circular. 


WALLACE  LABORATORIES  / Cr  an  bury,  N.  J. 


884 


Arizona  Medicine 


ROBERT  L.  BEAL,  M.D. 

OTTO  L.  BENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  M.D. 
LEE  S.  COHN,  M.D. 

INEZ  P.  DUNNING,  M.A. 
KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D 
RAYMOND  HUGER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEELY,  Ph  D. 
GEORGE  G.  SARAVIA,  M.D. 
SAMUEL  WICK,  M.D. 

ROY  WORTHEN,  M.D. 


clinical  psychology 
psychiatric  social  work 

and  family  counselling 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  RADIOLOGY 

MARCY  L.  SUSSMAN,  M.D. 

GEORGE  SCHARF,  M.D. 

SEYMOUR  B.  SILVERMAN,  M.D. 

BLAND  GIDDINGS,  M.D. 

GERALDINE  PACE,  M.D. 

Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1 1 30  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 
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NURSETTE 
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NOW  FOR  HOME  USE 
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Enfami 

Nursetl 


in ,T 

Enfarr 

Nurse 


OTHER’S 

CHOICE  OF  NIPPLE... 


New  Nursette  is  the  prefilled,  glass  formula 
both  available  for  hospital  and  home  use.  It 
combines  the  convenience  of  disposability 
with  the  dependability  of  a product  prepared 
under  conditions  and  controls  not  attainable 
in  the  home.  Unique  processing  of  the 
Enfamil  20  cal./oz.  Ready-to-Use  formula  in 
Nursette  guarantees  a sterile  formula  with 
the  natural  whiteness  of  whole  milk  and 
consistently  high  nutritional  values. 


The  Nursette  is  always  ready  when  needed 
Unopened  bottles  do  not  require  refrigera 
tion.  Nor  is  warming  necessary— just  unscrev 
the  safety-seal  cap  and  attach  any  standarc 
nipple  and  collar.  Safety  is  optimal  becaus( 
opportunity  for  error  in  preparation  is  vir- 
tually nonexistent.  No  special  equipment  i s 
needed— no  newprocedure  to  be  learned.Three 
sizes  of  Nursette  bottles  (4,  6,  8 oz.)  easily 
keep  pace  with  the  infant’s  growing  appetite 


rhe  reliability  of  the  Enfamil  formulation 
has  been  demonstrated  by  years  of  successful 
patient  use.  A carefully  controlled  clinical 
study1  shows  that  Enfamil  infant  formula 
provides  good  weight  gain  with  normal  stool 
patterns  and  excellent  acceptance.  Of  course, 
die  Nursette  bottle  prefilled  with  Enfamil  in- 
fant formula  is  completely  interchangeable 
with  all  other  forms  of  Enfamil  formula  in 
normal  dilution. 


After  feeding,  the  empty  Nursette  bottle  can 
be  discarded.  The  nipple  unit  can  be  reused 
for  economy. 

1.  Brown,  G.W.,  Tuholski,  J.M.,  Sauer,  I.W.,  Minsk,  L.  D.,  and 
Rosenstern,  L.:  J.  Pediat.  56 :391, 1960. 

*NURSETTE  IS  A TRADEMARK  OF  MEAD  JOHNSON  & COMPANY 

nMead  Johnson 
Laboratories 

Symbol  of  service  in  medicine 


Whether  you're  a teacher  correcting  exams.  A student  cramming  for  them.  A housewife 
cleaning  up  after  the  kids.  Or  a businessman  working  late  at  night.  Whoever  you  are, 
things  go  better  when  you  pause  and  refresh  with  ice-cold  Coca-Cola, 
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3RD  AVENUE  AND  CAMELBACK  - PHONE  577-2603 
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In  your  busy  night-and-day 
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preoccupation  with  other 
people’s  lives,  it  is  very  diffi- 
cult for  you  to  find  time  to 
think  about  your  own  future. 

Yet  face  it  you  must  for  the 
sake  of  your  family. 

We  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical  pro- 
fession, and  arrange  for  a visit 
— with  your  lawyer  — to  our 
Trust  Department. 

Discuss  your  estate  plans  in 
detail.  Let  an  experienced 
Trust  Officer  show  you  how  the 
group-judgment  of  specialists 
in  the  Trust  field  will  insure 
your  estate  being  handled 
soundly,  economically  — and 
to  the  letter  of  your  Will. 
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TRUST  DEPARTMENT 


RESOURCES  $900  MILLION 

MEMBER  FEDERAL  DEPOSIT  INSURANCE  CORPORATION 


Baptist  Medical  Center 


HOSPITAL  MEDICAL 
CENTER.  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 

Adjoining  Scottsdale  Baptist  Hospital 

FAMILY  DOCTOR 

john  A.  Martin  III,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

George  H.  Mertz,  M.D. 

Jack  O.  McFarland,  M.D. 

GENERAL  SURGERY  - CANCER 
Herbert  N.  Munhall,  M.D. 

INTERNAL  MEDICINE  & CARDIOLOGY 
John  F.  Currin,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Roy  O.  Young,  M.D. 

OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

ORAL  SURGERY 

Ralph  G.  Peterson,  D.D.S. 

ORTHODONTIST 

James  C.  Toye,  D.D.S. 

ORTHOPEDIC  SURGERY 
Edward  E.  Conn,  M.D. 

Willard  S.  Hunter,  M.D. 

PATHOLOGY 

Thomas  B.  Jarvis,  M.D. 

Fred  C.  Schoene,  M.D. 

PEDIATRICS 

Carl  A.  Holmes,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

PLASTIC  SURGERY 
Morris  Barton,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lurnone  E.  Willmeng,  D.D.S. 

OTHERS 

Joseph  Baranowski,  Counseling  and  Guidance 
Jeff  Blake,  Scottsdale  Dental  Lab 
Jean  Hoffman,  Reg.  Physical  Therapist 
Pharmacy 

Scottsdale  Opticians 

Now  Leasing  — Immediate  Occupancy 

Call  Mr.  Thorner  or  Mrs.  Duecy 
947-5441  - 946-9091 

CR  4-1289  or  945-6694 
(After  6 p.m.) 
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infection 


STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B , (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B|  2 Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  "reminder" 

jars  of  30  (one  month's  supply) 
(three  months'  supply). 

and  100 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y 

' 8693-d 


THE  STOMACH  IN  304 

HISTORY  must  re- 
peat itself  and  the 
pendulums  of  Man 
must  swing  back  and 
forth,  because  of  an 
innate  constancy  in 
human  nature,  every 
bit  as  strong  and  as 
inexorable  as  the  nat- 
ural force  of  gravity. 
Surrounding  this  con- 
stancy is  a dynamic 
flux,  a matrix  of 
change,  which  will 
never  allow  such  pen- 
dulums to  come  to 
rest,  certainly  not  as  long  as  man  remains  human 
and  his  soul  remains  restless  and  his  interperson- 
al relationships  remain  within  the  bleakest  area 
of  human  learning. 

One  of  these  pendulums,  in  the  medical  field, 
is  swinging  back  toward  the  old  fashioned  pur- 
view of  the  family  physician  of  the  total  patient, 
of  his  illness,  of  his  reaction  to  his  illness,  and 
of  the  reaction  of  his  family  to  his  illness.  True, 
some  patients  today  have  half  a dozen  physi- 
cians, one  for  each  organ  system.  But  this 
specialization,  born  of  the  scientific  revolution, 
has  created  an  aura  of  cold  impersonality  and 
formality  largely  because  physician  and  patient 
do  not  know  each  other,  nor  need  to  know  each 
other. 

This  has  often  created  confusion,  not  only  of 
the  patient,  but  even  among  the  members  of 
the  medical  “team.”  And  has,  at  times,  produced 
results,  which  might  be  interpreted  as  less  than 
optimum,  because  empathy  and  understanding 
and  concern  for  all  that  surrounds  the  purely 
physical  seemed  no  longer  to  be  necessary  for 
the  cure  of  a precise  physical  illness. 

In  this  fact  lies  one  of  two  major  bases  for 
the  dilemma  in  which  American  medicine  finds 
itself  today,  viz.,  its  socialization:  the  pre- 
eminence of  the  purely  scientific  attitude  to- 
wards disease  and  the  relative  value  that  the 
vast  majority  of  Americans  put  on  their  health. 
We  can  write  and  talk  forever,  but  if  a man 
does  not  value  his  health  next  to  God  and  his 
family  in  the  great  scheme  of  life  — as  he 
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should  — he  will  consciously  or  unconsciously 
reject  medicine  as  Americans  know  it,  and  will- 
ingly accept  the  mere  kernel  of  treatment  that 
socialization  will  provide. 

But  the  converse  of  the  first  basis,  the  wholis- 
tic  approach  to  the  patient,  can  reduce  or  abate 
the  impact  of  the  second.  And,  what  is  even 
more  important,  this  concept  really  represents 
the  prime  motivation  in  the  making  of  all  physi- 
cians. It  is  only  the  immensity  of  the  body  of 
scientific  medical  knowledge,  that  he  must 
absorb,  and  the  crushing  pressures  in  his  daily 
medical  life  that  slowly  dim  the  primordial  urg- 
ings  that  started  him  on  his  path  into  the 
medical  world  and  tend  to  make  him  view  the 
patient  as  a simple  disease  entity.  Now  the 
pendulum  is  pressing  back  harder  and  harder, 
focussing  a light  on  the  total  patient  and  he 
must  seek  the  time  and  energy  to  see  that  patient 
as  he  really  is. 

The  AMA  recognizing  these  trends  and  realiz- 
ing that  physical,  mental,  spiritual  and  social 
factors  combine,  in  varying  proportions  to  be 
sure,  in  every  illness,  established  its  Department 
of  Religion  and  Medicine  in  1961.  Paul  B. 
McCleave,  D.D.,  became  its  first  director.  To 
give  him  counsel,  an  advisory  committee  chair- 
maned by  Milford  Rouse,  M.D.,  and  composed 
of  10  physicians  and  10  clergymen  was  formed. 
In  developing  guidelines,  Dr.  McCleave  consult- 
ed with  national  leaders  among  all  major  relig- 
ious faiths  in  the  U.S.  and  with  leading 
physicians  in  some  nine  states.  He  also  went 
to  the  American  Hospital  Association,  the  Acad- 
emy of  Religion  and  Mental  Health,  the  Ameri- 
can Protestant  Hospital  Chaplains’  Association 
and  the  Catholic  Physicians’  Guild. 

Out  of  all  this  grew  pilot  programs  in  some 
20  county  medical  societies.  These  programs 
were  evaluated  a year  later,  in  1962,  and  formed 
the  basis  for  program  ideas  and  suggestions  for 
all  county  medical  societies.  We  are  pleased 
that  Arizona  was  among  the  first  states  chosen 
for  this  study  and  are  proud  that  some  of  the 
things  started  in  our  state  have  been  selected 
for  use  at  the  national  level.  Delbert  Secrist, 
M.D.,  has  chaired  our  subcommittee  on  religion 
and  medicine,  which  works  within  the  larger 
framework  of  the  professional  committee. 

American  medicine  today  is  striving  to  make 
communication  between  the  physicians  and  the 
clergyman  more  open  and  involved,  for  there 
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are  times  in  particular  circumstances  where  the 
clergyman  can  be  of  assistance  to  us  as  physi- 
cians as  we  care  for  our  patients.  I encourage 
the  activity  of  our  committee  and  hope  our 
local  societies  will  follow  many  of  its  sugges- 
tions and  recommendations. 

Religion  never  really  left  medicine.  Arising 
from  a common  origin  the  two  professions  have 
always  closely  parallelled  each  other,  even  in 
their  separate  emphases  on  the  physical  and  the 
spiritual.  But  scientific  advances  and  the  result- 
ant specialization  in  medicine  — even  in  religion 

— have  produced  impulses  and  forces  tending 
t oseparate  the  two.  Yet  it  is  these  very  same 
factors  which  have  reversed  the  pendulum  and 
made  necessary  an  intersection  of  the  two 
disciplines,  for  they  are  over-balanced  by  the 
humanness  in  human  nature  itself. 

Problems  have  arisen  out  of  the  practical 
application  of  science  which  require  value  judg- 
ments of  human  life.  For  example,  the  human 
“vegetable.”  With  oxygen  for  respiration,  a pace- 
maker for  circulation  and  the  artificial  kidney 
for  excretion,  a person  can  be  kept  alive  — by 
definition  — indefinitely.  Even  infection  can 
no  longer  end  it  all,  what  with  a new  antibiotic 
ever  on  the  drug  horizon.  When  does  the 
physician  give  up? 

Or  what  about  the  most  grotesque  birth  anom- 
alies, the  anencephalic,  for  example?  How  hard 
does  one  try?  Any  physician  can  add  examples 
ad  infinitum  from  his  own  experience.  So  Dr. 
McCleave  asks,  “Is  it  possible  that  we  might 
thwart  God’s  will  by  maintaining  an  earthly 
existence  for  this  child  as  compared  to  the 
wonders  of  eternity?”  I for  one  am  anxious  for 
anything  that  religion  has  to  offer  toward  solving 
such  problems. 

And  I am  more  than  happy  to  have  the  pastor 
along  in  the  presence  of  death  or  inevitable 
death  from  any  cause.  For  it  is  the  family,  not 
the  patient,  which  suffers  most  in  this  situation. 
This  was  starkly  brought  home  to  me  one  dark 
night  with  the  sudden  and  unexpected  death 
of  the  husband  of  an  atheist.  I was  alone  and 
lonely  in  that  situation.  The  events  that  followed 
were  too  great  for  my  mere  mortal  brain  fully 
to  comprehend  — and  I am  confused  by  theology 

— but  today  a devout  community  leader  is  giv- 
ing her  energy  and  her  substance  to  the  world 
she  lives  in  — and  as  a church  worn  an! 

Chronic  illness,  physical  or  psychosomatic, 


can  and  often  does  come  into  the  overlapping 
domains  of  medicine  and  religion.  As  a matter 
of  fact,  a pendulum  is  swinging  here  in  the 
treatment  of  mental  illness.  It  was  in  the  early 
1800’s  that  Phillippe  Pinel  evolved  his  revolu- 
tionary “moral  treatment,”  which  was  simply 
a program  of  planned  rehabilitation  in  a posi- 
tively oriented  sympathetic,  social  environment 
emphasizing  the  patient’s  dignity  and  self 
respect.  And  now  after  150  years,  we  have  the 
Worcester  State  Hospital  and  the  Hartford  Re- 
treat improving  their  recovery  rates  by  compas- 
sion rather  than  restraint  and  custody!  Time 
marches  on  — around  in  circles  — and  the 
pendulums  swing. 

I so  well  remember  a vaginal  discharge  that 
was  proven  to  be  the  result  of  the  emotional 
stresses  of  a mixed  marriage  and  not  due  to 
Trichomonas  vaginalis  or  Monilia  albicans  — 
and  some  nocturnal  fits  that  were  produced  by 
a functioning  pancreatic  adenoma  and  not  dys- 
pareunia.  These  confronted  a young,  scientific- 
ally trained  resident  trying  to  apply  his  science 
to  that  something  in  human  nature  that  makes 
us  human.  He  had  to  learn  there  is  no  sharp 
separation  of  black  and  white,  science  and  art, 
medicine  and  religion,  physical  and  emotional. 

A recent  study  has  shown  that  46%  of  mentally 
ill  patients  first  consult  their  minister.  So  long 
as  man  tries  to  understand  the  things  he  cannot 
see  and  believes  in  things  he  cannot  comprehend 
(cf.  Hebrews  11:1)  he  will  be  a religious  being. 
Religion  therefore  is  a living  element  in  the 
world  culture  of  today  — certainly  not  an  archeo- 
logical artefact.  And  regardless  of  the  patient’s 
religion,  that  religion  has  supplied  the  answers 
to  many  of  the  great  questions  aroused  in  him 
by  the  mystery  of  life  and  has  modified  his 
actions  in  their  relation  to  his  life  and  has 
provided  a measure  of  relief  in  his  adversities. 
Regardless  of  the  superficiality  of  his  religion 
and  his  faith,  both  come  stronger  to  the  fore 
in  times  of  great  danger  and  stress  and  in 
serious  illness. 

As  we  said  last  May,  regardless  of  the  physi- 
cian’s personal  religious  conviction,  he  must 
treat  men  of  all  faiths  and  in  relation  to  their 
faiths  and  with  recognition  that  that  faith  is 
a potent  factor  in  the  total  being  and  total 
health  of  the  patient.  There  cannot  be  a stomach 
or  an  appendix  or  a coronary  or  a psychoneurotic 
in  room  304.  There  is  a patient  — a man  or  a 
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woman  or  a child  — a Mr.  Jones,  with  all  the 
complexities  of  the  organic  and  functional  inter- 
relationships of  his  disease  and  with  all  the 
dignity  of  his  individual  self  in  304. 

He,  who  would  do  his  best  in  medicine,  will 
recognize  and  respect  this  great  principle  and 
include  it  in  his  approach  to  his  patient’s  prob- 
lems. His  success  requires  the  use  of  all  his 
abilities  as  a physician,  his  knowledge,  and  his 
skill,  his  personality,  his  maturity,  and  his  humil- 
ity before  the  greatest  privilege,  the  laying  of 
his  hands  upon  another,  of  guiding  another’s 
health  and  happiness  and  future,  of  influencing 
the  lives  of  that  one’s  family.  Success  in  medicine 
requires  some  understanding  of  the  patient’s 
body,  his  mind  and  spirit,  the  total  person,  and 
this  often  requires  the  help  of  the  pastor. 

Happy  Holiday  Season! 
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If  you  have 
money  fo 
invest.  • . 

investigate  the  advantages  of  an 
investment  management  account 
handled  by  First  National  Bank  in  the 
form  of  a trust . 

Objective,  flexible  planning  by  the 
investment  management  service  of  First 
National  Bank’s  Trust  Department  can 
provide  you  with  all  these  benefits  of 
a trust: 

★ Continuous  professional  manage- 
ment. 

★ Possible  estate  tax  savings. 

★ Possible  income  tax  savings, 

★ Uninterrupted  continuation  of 
trust  in  event  of  death. 

★ Protection  of  the  estate  assets  for 
your  beneficiaries. 

Make  First  National  Bank’s  Trust 
Department  staff  of  Estate  Manage- 
ment specialists  your  “Financial 
Watchdogs.” 


NATIONAL 

BANK 

OF  ARIZONA 


Complete  Trust  Services  Statewide- 

In  Tucton  call  Mr.  William  Coerv.r,  622-3686 
In  Yuma  call  Mr.  Robert  Oakley,  SU  2-4331 
In  Phoenix  call  Mr.  David  G.  Davies,  271-6000 

or  contact  your  nearest  First  National  Bank  office 
manager  and  arrange  for  an  appointment. 
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l J l' is  almost  invariably  a presenting 
symptom  in  cases  of  skeletal  muscle 

In  some  instances,  the  pain  subsides  on  relaxation  of  the  muscles  in  spasm.  In  others, 
relaxant  therapy  alone  fails  to  give  adequate  relief,  and  supplementary 
analgesia  (and  possibly  sedation)  are  indispensable,  as  in  cases  of: 


p)  ovocative  pctltl J When  muscle  spasm  is  triggered  by  some  painful 
underlying  musculoskeletal  defect. 

/ esidual  pctltl y When  relaxation  of  severe  spasticity  leaves  a degree 
of  myalgia  that  tends  to  reinvoke  spasm. 


SCV61  C pCtllly  when  the  degree  of  pain  is  such  as  to  cause  persistence 
of  symptoms  in  spite  of  relaxant  therapy. 

emotionally  aggravated  pain , when  anxiety  or  agitation  creates  tension 
that  thwarts  the  efficacy  of  both  relaxant  and  analgesic  medication. 


In  such  cases,  Robaxisal  and  Robaxisal-PH  have  proven  highly  effective  in  assuring  decisive 
and  comprehensive  relief.  The  Robaxisal  formula— of  Robaxin  (methocarbamol), 
the  potent  muscle  relaxant,  together  with  aspirin,  the  time-tested  and  proved  analgesic- 
produces  higher  plasma  salicylate  levels  than  equivalent  doses  of  aspirin  alone,  and  serves 
effectively  to  control  both  spasm  and  pain.  Robaxisal-PH’s  combination  of 
Robaxin  (methocarbamol)  with  the  analgesic-sedative  ingredients  of  the  Phenaphen 
formula— including  phenobarbital— helps  additionally  to  ease  apprehension. 


ROBAXISAE 

Each  pink-and-white  laminated  Tablet  contains: 

Robaxin  (methocarbamol,  Robins) 400  mg.  Aspirin  (5  gr.) 

U.S.  Pat.  No.  2770649 

ROBAXISAE-PH 

Each  green-and-white  laminated  Tablet  contains: 

Robaxin  400  mg.  Phenacetin  (1 V2  gr.)..  97  mg.  Hyoscyamine  sulfate  0.016  mg. 

(methocarbamol,  Robins)  Aspirin  (1  V\  gr.) 81  mg.  Phenobarbital  (Vs  gr.)  8.1  mg. 

(Warning:  May  be  habit  forming) 
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“PAIN  & SPASM” 


- a two-headed  dragon ! 


Robaxisal  and  Robaxisal-PH  are  indicated  in 
strains  and  sprains,  painful  disorders  of  the  back, 
“whiplash”  injury,  myositis,  pain  and  spasm  asso- 
ciated with  arthritis,  torticollis,  and  headache  asso- 
ciated with  muscular  tension. 

Side  effects  such  as  lightheadedness,  slight  drowsi- 
ness, dizziness  and  nausea  may  occur  rarely  in 


patients  with  intolerance  to  drugs,  but  they  usually 
disappear  on  reduction  of  dosage. 

Contraindicated  for  patients  hypersensitive  to  any 
component  of  the  formulations.  There  are  no  spe- 
cific contraindications  to  methocarbamol,  and  un- 
toward reactions  are  not  to  be  expected. 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 
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“Gesundheit!” 

...is  just  for  the  sneeze 

but  for  symptomatic  relief  of  the 
common  cold... 

‘EMPRAZIL’ 

TABLETS 

Each  layered  tablet  contains: 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  20  mg. 
‘Perazil’®  brand  Chlorcyclizine  Hydrochloride.  ...  15  mg. 

Phenacetin  150  mg. 

Aspirin  200  mg. 

Caffeine  30  mg. 

To  relieve  the  aches,  pains,  fever  and  respiratory  conges- 
tion of  the  common  cold,  flu  or  grippe  with  one  product 
...specify  ‘EmpraziP. 

Caution:  While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used  with 
caution  in  hypertension.  Also,  while  chlorcyclizine  has  a 
low  incidence  of  antihistaminic  drowsiness,  the  usual  pre- 
cautions should  be  observed. 

Supplied:  Bottles  of  100  and  1000. 

Also  available  with  codeine  — on  prescription  only— as 
‘EMPRAZIL-C’®  tablets 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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Editor's  Page 


T the  recent  Regional  Conference  of  State 
Medical  Journals,  panel  discussions  were  held 
on  topics  ranging  from  the  business  side  of  the 
journal  to  typography,  editorial  style  and  layout. 
One  subject  of  discussion  was  the  Intangible 
Benefits  of  State  Journal  Publications,  and  it 
was  here  that  the  concept  of  “involvement”  was 
emphasized. 


INVOLVEMENT 


Robert  F.  Lorenzen,  M.D. 
Editor 


The  journal  of  a state  medical  society  offers 
a means  for  the  members  at  large  to  become 
involved  in  the  scientific,  philosophical  and 
socio-economic  policies  of  the  state  society.  The 
journal  provides  a forum  in  which  members 
may  express  opinions,  objections  and  suggestions. 
Its  news  pages  can  mirror  items  of  statewide 
medical  interest  and  its  editorial  pages  can 
stimulate  thoughtful  comments  by  society 
members. 

By  supplying  an  agency  of  involvement  for 
state  members  the  journal  serves  to  inform 
physicians  about  colleagues  and  makes  the  so- 
ciety a more  cohesive  body.  Participation  in 
Arizona  medical  affairs  is  not  the  monopoly  of  a 
few.  Through  the  medium  of  “Arizona  Medicine” 
we  may  all  both  profit  and  serve  by  becoming 
involved. 


ARIZONA 

Robert  F.  Lorenzen,  M.D Editor 

Mr.  Bruce  E.  Robinson  Managing  Editor 

Mrs.  Evelyn  Kuebler Editorial  Secretary 
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Address  all  correspondence  to  the 
Journal  Offices 

P.  O.  Box  128,  Scottsdale,  Arizona 

Bruce  E.  Robinson 
Business  Manager 

Eastern  Representative 
A.  J.  Jackson,  President  and  Treasurer 
State  Medical  Journal  Advertising  Bureau 
510  N.  Dearborn  St.,  Chicago  10,  Illinois 

“The  material  in  this  journal  is  not  copyrighted.  We  ask 
that  anyone  using  material  from  it  note  the  previous  publica- 
tion in  ARIZONA  MEDICINE.” 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific  arti- 
cles for  publication  in  ARIZONA  MEDICINE.  All  such  con- 
tributions are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Material  submitted  for  publication  in  ARIZONA  MEDI- 
CINE should  conform  to  the  following  policies: 

1.  Manuscripts,  including  references  or  bibliography,  should 
be  typewritten,  double-spaced,  on  one  side  of  the  paper  only, 
and  the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as  fol- 
lowed by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Although  the  Editors  tTy  to  catch  inaccuracies,  the  ulti- 
mate responsibility  is  the  author’s. 

4.  Articles  are  accepted  for  publication  only  if  they  are 
contributed  exclusively  to  this  Journal.  Ordinarily,  contribu- 
tors will  be  notified  within  60  days  if  a manuscript  is  ac- 
cepted for  publication.  Every  effort  will  be  made  to  return  un- 
used manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all  material. 

6. '  Reprints  will  be  supplied  to  the  author  at  printing  cost. 


Editorials  of  Arizona  Medicine  are  the  opinions  of  the  authors  and  do  not  necessarily  represent  the  official  stand  of  The  Arizona 
Medical  Association,  Inc.  The  opinions  of  the  Board  of  Directors  may  be  sought  in  the  published  proceedings  of  that  body. 
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The  Doctor’s  Visit,  Jan  Steen  1626-1679,  Mauritshuis,  The  Hague 


In  Diverticulosis  and  Diverticulitis . . . 


METAMUCIL* 


brand  of 

psyllium  hydrophilic  mucilloid 


4 ‘Diverticulosis  ...a  low-roughage  diet  is  advisable. ...  Constipation  is  avoided,  preferably  by 
the  daily  use  of  Metamucil. 

“Diverticulitis  Mild,  chronic  symptoms  of  diverticulitis,  such  as  diarrhea  or  flatulence  also  are 
treated1  by  low-roughage  diet,  adequate  fluid  intake  and  Metamucil. . . .” 


Usual  Adult  Dosage:  One  rounded  teaspoonful  of  Metamucil  (or  one  packet  of  Instant 
Mix  Metamucil)  in  a glass  of  cool  liquid  one  to  three  times  daily. 

Metamucil  is  available  as  Metamucil  powder  in  containers  of  4,  8 and  16  ounces 
and  as  flavored  Instant  Mix  Metamucil  in  cartons  containing  16  and  30  single-dose 


packets. 


SEARLE 


1.  Welch,  C.  E.,  Diverticula  of  the  Alimentary  Tract,  in  Conn,  H.  (editor): 
Current  Therapy— 1961,  Philadelphia,  W.  B.  Saunders  Company,  1961, 
pp.  224-225. 


Research  in  the  Service  of  Medicine 
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The  discharged 
mental  patient . . . 
and  Thorazine' 

brand  of  chlorpromazine 


“ The  average  'practitioner  is  quite  capable  of  handling  the  vast  majority  of  ex-institu- 
tionalized patients  by  regulation  of  medication,  reassurance,  manipulation  of  the  en- 
vironment where  necessary,  and  . . . other  technics Kiine,  n.s.:  Postgrad.  Med.  27:620  (May)  i960. 


The  family  physician  must  often  assume  respon- 
sibility for  the  discharged  mental  patient.  Thora- 
zine (chlorpromazine,  SK&F)  can  be  a valuable 
adjunct  to  the  continuing  care  of  this  patient, 
because  it  helps  prevent  relapses  by  insulating 
him  from  the  impact  of  stressful  experiences. 
For  successful  rehabilitation  and  prevention  of 
rehospitalization,  however,  the  former  mental 
patient — and  often  his  family— also  needs  the 
guidance  and  counsel  of  his  physician. 

Many  physicians  are  surprised  by  the  high  doses 
of  Thorazine  (chlorpromazine,  sk&f)  used  in  pa- 
tients released  to  their  care  from  mental  hospitals. 
This  surprise  may  be  expressed  by  a drastic  re- 
duction in  dosage  “to  play  it  safe”— with  serious 
consequences  for  the  patient. 

The  successful  maintenance  of  former  mental  pa- 
tients requires  adequate,  often  “high”  dosage,  and 
often  for  prolonged  periods  of  time.  Fortunately, 
these  dosages  do  not  mean  greater  risks  for  the 


patient.  On  the  contrary,  there  is  much  less  risk 
of  serious  side  effects  once  a patient  has  become 
gradually  accustomed  to  Thorazine  (chlorproma- 
zine, SK&F)  — regardless  of  dosage— over  a period  of 
a few  months.  Continuing  therapy  is  almost 
always  well  tolerated,  and  is  essential  to  most 
patients’  continued  well-being. 

Brief  Summary:  Thorazine  (chlorpromazine,  sk&f)  has  been 
successfully  used  for  10  years  in  the  treatment  of  mental  and 
emotional  disturbances,  and  has  proven  highly  effective  in 
the  maintenance  therapy  of  former  hospitalized  mental  pa- 
tients. Principal  side  effects:  The  most  frequently  encountered 
side  effect  is  transitory  drowsiness.  Other  occasional  side 
effects  include:  dry  mouth,  nasal  congestion,  constipation, 
miosis,  dermatological  reactions,  photosensitivity,  jaundice, 
hypotension,  increased  appetite  and  weight;  very  rarely, 
mydriasis,  agranulocytosis,  extrapyramidal  symptoms. 
Contraindications:  Comatose  states  or  in  the  presence  of 
excessive  amounts  of  C.N.S.  depressants. 

For  complete  prescribing  information,  please  see  PDR  or 
available  literature. 

Smith  Kline  & French  Laboratories 


December,  1964 


S99 


RECOGNIZE 
THIS  PATIENT? 

I!  I Trouble  is  I don’t  see  any  way  out. 

I’m  at  a dead  end  in  this  job  and  with 
the  kids  and  all  I can’t  start  over  now 


Indications:  Depression,  both  acute  (reactive)  and  chronic,  especially  when  the  depression  is  accompanied  by  anxiety,  insomnia,  and  related  symptoms.  Contraindications: 
Benactyzine  hydrochloride  is  contraindicated  in  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions:  Should 
administration  of  meprobamate  cause  drowsiness  or  visual  disturbances,  the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other  activity  requiring 
alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol  may  possibly  be  increased  by  meprobamate.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies.  Consider  possibility  of  dependence,  particularly  in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually 
after  prolonged  use  at  high  dosage.  Abrupt  withdrawal  may  precipitate  recurrence  of  pre-existing  symptoms,  or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Grand  mal  seizures  may  be  precipitated  in  persons  suffering  from  both  grand  and  petit  mal  Side  effects:  Side  effects  associated  with  'Deprol'  have  consisted 
primarily  of  drowsiness  and  occasional  dizziness,  and  infrequent  skin  rash  and  nausea.  Benactyzine  hydrochloride  - Benactyzine  hydrochloride,  particularly  in  high  dosage, 
may  produce  dizziness,  thought-blocking,  a sense  of  depersonalization,  and  a subjective  feeling  of  muscle  relaxation,  as  well  as  anticholinergic  effects  such  as  blurred 
vision,  dryness  of  mouth,  or  failure  of  visual  accommodation.  Other  reported  side  effects  have  included  gastric  distress,  allergic  response,  ataxia,  and  euphoria. 
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When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation 
with  no  somatic  disorder 

-start  the  patient  on  ‘Deprol’ 

Typical  situations  in  which  ‘Deprol’  is  indicated: 

marital  or  other  family  problems  ■ death  of  a loved  one  ■ financial  worries  ■ 
fear  of  cancer,  heart  disease  or  other  life-threatening  illness  ■ pre- 
and  post-operative  apprehensions  ■ retirement  problems,  and  many  other 
stressful  situations  which  cause  the  patient  to  feel  a sense  of  loss, 
guilt  or  unworthiness 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood  of  the 
depressed  patient  without  the  agitation  and  “jitters”  that  often  accompany 
“energizer”  therapy  alone. 

2.  ‘Deprol’  restores  normal  sleep,  relaxes  physical  tensions,  and 
improves  appetite. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 

5.  When  depression  and  anxiety  accompany  physical  illness,  ‘Deprol’  is 
compatible  with  drugs  used  to  treat  these  organic  conditions. 


Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 


WALLACE  LABORATORIES/ Cranbury.  N.  J. 


CO-3561 


Meprobamate  - Drowsiness  may  occur  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dose.  Allergic  or  idiosyncratic  reactions  are  rare,  generally  developing  after 
one  to  four  doses  of  the  drug.  Mild  reactions  are  characterized  by  an  urticarial  or  erythematous,  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with  peripheral 
edema  and  fever,  transient  leukopenia,  and  a single  case  of  fatal  bullous  dermatitis  after  administration  of  meprobamate  and  prednisolone  have  been  reported.  More 
severe  and  very  rare  cases  of  hypersensitivity  may  produce  fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasm,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis,  and  anaphylaxis.  Treatment  should  be  symptomatic  and  the  drug  not  reinstituted.  Isolated  cases  of  agranulocytosis  and  thrombocytopenic  purpura,  and 
a single  fatal  instance  of  aplastic  anemia  have  been  reported,  but  only  when  other  drugs  known  to  elicit  these  conditions  were  given  concomitantly  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  meprobamate  dosage.  Massive  overdosage  may  produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse 
Dosage:  Usual  starting  dose,  one  tablet  three  or  four  times  daily.  May  be  increased  gradually  to  six  tablets  daily  and  reduced  gradually  to  maintenance  levels  upon  estab- 
lishment of  relief  Doses  above  six  tablets  daily  are  not  recommended  even  though  higher  doses  have  been  used  by  some  clinicians  to  control  depression  and  in  chronic 
psychotic  patients.  Supplied:  Light-pink,  scored  tablets,  each  containing  meprobamate  400  mg.  and  benactyzine  hydrochloride  1 mg.  Before  prescribing,  consult  package  circular. 
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why  does 
150  mg. 


do  more  than 
250  mg. 


of  other 
tetracyclines? 

Because  it  has  up  to  316  times  the  in  vitro  antibacterial  activity' ..  .combined  with 
lower  rate  of  decay  in  serum,  slower  renal  clearance ...  a favorable  depot  effect,  result- 
ingfrom  protein  binding. ..all  providing  rapid,  higher  and  sustained/'/!  wVo activity  with 
as  much  as  2 days’  extra  activity. 


DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE  HC1 

Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 
Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diar- 
rhea, vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction 
(making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce 
dosage  in  impaired  renal  function.  The  possibility  of  tooth  discoloration  during  development  should 
be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  pregnancy,  in  the  neonatal 
period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCI. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1. Sweeney,  W.  M.;  Dornbush,  A.  C., 
and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetracycline  Compared.  Relative  in  vitro  Activity 
and  Comparative  Serum  Concentrations  During  7 Days  of  Continuous  Therapy.  Amer.  J.  Med.  Sci. 
243:296  (Mar.)  1962. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Editorials 


TO  the  U.S.  Public  Health  Service  of  the  De- 
partment of  Health,  Education  and  Welfare 
has  been  assigned  the  overall  responsibility  of 
Health  Mobilization.  A recent  (1964)  U.S.P.H.S. 
brochure  on  Community  Health  Manpower 
Planning  states  “Predisaster  preparations  to  en- 
sure the  availability  and  efficient  utilization  of 
health  manpower  in  disasters  are  vital  to  the 
success  of  a community’s  emergency  planning.” 
It  becomes  part  of  the  Civil  Defense  and  Disas- 
ter plan  of  the  community,  area  and/or  county. 

The  U.S.P.H.S.  recommends  that  a physician 
should  be  designated  the  Emergency  Health 
Service  (EHS)  chief  to  be  aided  by  an  active 
advisory  committee  (Health  Resources  Task 
Group)  made  up  of  representatives  from  all 
major  health  disciplines  of  the  area.  A program 
should  be  set  up  to  provide  for  the  post-disaster 
and/or  the  post  attack  health  needs  of  the 
community  and  nearby  region.  This  includes  an 
estimation  of  the  maximum  demand  upon  the 
health  resources  available.  The  (EHS)  chief  has 
the  responsibility  of  directing,  co-ordinating  and 
assuming  the  control  of  emergency  health  activi- 
ties; the  designation  of  key  individuals  to  acti- 
vate and  implement  the  program.  He  also  assigns 
emergency  missions  to  operating  health  organ- 
izations, such  as  hospitals,  laboratories,  the  Red 
Cross  and  public  health  agencies  if  available. 
Complete  health  manpower  personnel  surveys 
should  be  made,  kept  current  and  filed.  Also 
complete  and  detailed  inventories  of  medical, 
surgical,  hospital  equipment  and  supplies  includ- 
ing drugs  located  in  the  community  and  like- 
wise filed.  A personnel  manning  table  for  the 


operation  of  a central  and/or  zone  control  head- 
quarters should  be  made.  The  mission  of  the 
Emergency  Health  Service  (EHS)  is  obviously 
broad,  all  inclusive  and  largely  administrative. 
It  does  not  include  the  details  of  the  care  of 
casualties. 

The  actual  care  of  casualties  should  be  under 
the  direction  of  a physician  designated  as  Chief 
of  Medical  Care  Services.  His  duties  include 
setting  up  manning  tables  (staffing  patterns) 
or  obtaining  them  from  each  unit  to  which  an 
emergency  mission  has  been  assigned.  He  should 
assist  in  co-ordinating  the  medical  care  plans 
of  hospitals,  out-patient  centers,  mobile  units, 
police,  fire  and  rescue  units.  When  schools  or 
other  suitable  buildings  have  been  selected  as 
an  improvised  auxiliary  hospital  facility  or  for 
the  expansion  of  an  existing  hospital,  floor  plans 
should  be  studied  to  assure  the  most  effective 
use  of  the  rooms.  In  the  event  a Civil  Defense 
Emergency  Hospital  (CDEH)  which  may  be 
renamed  Community  Disaster  Emergency  Hos- 
pital should  become  available,  the  already  made 
building  surveys  would  be  most  useful. 

Two  disaster  exercises  each  year  are  a require- 
ment of  the  Joint  Commission  on  accreditation 
of  hospitals  as  part  of  standards  of  operation 
and  service  necessary  to  maintain  accreditation. 
Disaster  exercises  provide  an  essential  test  of  a 
hospital’s  ability  to  admit  and  care  for  large 
numbers  of  injured.  Repeated  year  after  year, 
the  administrative,  professional,  and  hospital 
staffs  learn  a great  deal  from  each  actual  exer- 
cise and  subsequent  critique.  They  can  in  later 
exercises  take  steps  to  correct  deficiencies  noted 


CARL  W.  WALDRON,  M.D..  D.D.S.,  F.A.C.S. 


DISASTER  MEDICAL  CARE 
US  CIVILIAN  HOSPITALS 
PART  V 
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and  thus  develop  an  overall  efficient  plan  free 
from  all  avoidable  confusion  in  the  perform- 
ance of  the  test.  Representation  from  other 
hospitals  in  the  area  should  be  invited  to  the 
exercise  as  much  information  of  a constructive 
nature  is  on  demonstration.  Realism  is  enhanced 
by  having  the  simulated  casualties  made  up  by 
moulages  to  represent  a variety  of  types  of 
wounds.  In  many  large  cities  and  in  some  smaller 
cities,  Little  Theater  groups  are  active.  They 
are  competent  in  make  up  and  would  be  inter- 
ested in  preparing  the  simulated  injured  for  the 
exercise.  In  fact,  members  of  the  group  may  be 
glad  to  make  up  each  other  and  become  the 
main  body  of  the  disaster  victims  to  be  supple- 
mented by  school  students,  Boy  Scouts  or  others. 
Furthermore,  the  building  used  for  make  up 
could  be  designated  the  site  of  the  disaster.  A 
physician  and  a nurse  from  the  hospital  holding 
the  exercise  could  be  present  to  tag  the  casual- 
ties and  dispatch  them  to  the  hospital,  where 
registration,  sorting  and  all  disaster  medical  care 
could  be  simulated.  In  the  event  no  theater 
group  is  available,  the  drama  department  of 
a high  school  could  provide  the  make  up  service. 
It  has  been  the  rule  that  made  up  individuals 
are  the  most  enthusiastic  participants  in  the 
exercise.  These  exercises  are  thought-provoking 
and  most  useful  in  preparing  for  disasters  and/or 
an  all-out  war.  All  hospitals  even  though  not 
accredited  should  carry  out  disaster  exercises 
not  only  to  improve  their  programs  but  to  also 
interest  citizens  in  the  plans  to  meet  disasters. 
By  this  means,  larger  numbers  will  enroll  for 
Medical  Self-Help  courses  and  subsequently  be 
assigned  for  various  duties  in  the  overall  plans. 

Hospitals  should  not  be  over-ambitious  in  the 
scope  of  an  exercise  until  several  have  been 
carried  out.  It  is  well  to  set  up  the  first  exercise 
as  for  a disaster  within  the  hospital  (Phase  One) 
before  undertaking  a test  for  a larger  number  of 
injured  from  a regional  disaster  (Phase  Two). 
Where  two  or  more  hospitals  are  located  in  a 
community,  subsequent  exercises  may  be  a joint 
test  with  two  hospitals  participating  in  order  to 
include  the  established  plans  of  communication 
and  dispatch  of  casualties  from  the  simulated 
site  of  the  disaster. 

Most  if  not  all  of  the  communities  with  civilian 
hospitals  have  a Civil  Defense  Director  who  has 
the  responsibility  of  organizing  20  or  more  cate- 


gories of  CD  service  under  the  direction  of  the 
State  Director  of  CD.  Among  these  services, 
one  of  the  most  important  is  that  of  communica- 
tions. The  EHS  Chief  and  the  Chief  of  Disaster 
Medical  Care  should  have  full  knowledge  of 
the  local  and/or  county  communications  system. 
Most  disasters  in  the  U.S.A.  have  been  complete- 
ly documented  and  reveal  a marked  relationship 
between  adequate  communications  even  if 
briefly  interrupted  and  promptly  restored  and 
effective  medical  care. 

Conversely,  lack  of  adequate  communications 
resulted  in  confusion  and  delays  in  the  care  of 
casualties  particularly  where  hospitals  with  good 
plans  had  not  been  forewarned  and  were  thus 
unable  to  promptly  alert  their  professional  and 
technical  staff  by  means  of  a telephone  pyramid 
notification  system  or  other  means  such  as 
messengers.  An  ideal  medical  communication 
system  consists  of  a CD  truck  with  short  wave 
equipment  that  can  alert  all  hospitals  in  the 
community  or  county  as  well  as  the  CD  fire, 
police  and  sheriff’s  offices,  the  Red  Cross,  the 
county  medical  society,  nurses’  registry  and  other 
organizations  related  to  disaster  care,  some  of 
which  might  require  notification  by  telephone 
or  messenger. 

Physicians  designated  to  proceed  to  the  site 
of  disaster  could  maintain  constant  communica- 
tion with  all  hospitals  in  the  district  to  notify 
them  that  a large  disaster  had  occurred,  its  cause 
and  a preliminary  estimate  of  the  number  and 
type  of  casualties.  Request  would  be  made  that 
the  hospitals  stand  by  for  further  directives  but 
report  back  re  the  number  of  beds  available  or 
could  be  made  available  by  discharging  certain 
patients.  This  information  enables  the  physicians 
at  the  disaster  site  to  control  the  dispatch  of 
victims  to  the  hospitals  according  to  their  facili- 
ties for  reception  and  care.  Meanwhile,  all  dis- 
trict hospitals  should  become  ready  to  alert  then- 
disaster  personnel  to  implement  their  disaster 
plans.  This  communication  system  will  elim- 
inate many  areas  of  confusion  and  will  prevent 
undue  overloading  of  certain  hospitals  when 
others  are  in  a position  to  receive  patients.  The 
American  Hospital  Association  has  provided  its 
member  hospitals  with  brochures  and  check  lists 
on  disaster  plans. 

During  the  past  several  years,  numerous  large 
scale  exercises  have  been  held  in  many  parts  of 
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the  U.S.A.,  many  of  which  have  for  Phase  Three 
— a thermonuclear  attack.  Notable  among  these 
was  Operation  Prep  Pitt  which  after  five  annual 
exercises  for  Pittsburg  and  Allegheny  County 
was  succeeded  in  May,  1964  by  Operation 
WESTPA.  Forty-two  hospitals  in  nine  counties 
participated  with  six  sponsors  and  twenty-two 
participating  agencies.  The  Saturday  morning 
exercise  from  8:00  A.M.  to  1:00  P.M.  was  pre- 
ceded by  a Friday  evening  symposium.  A three- 
day  community  disaster  exercise  was  conducted 
at  Tupper  Lake,  New  York  and  during  this 
OPERATION  SUN  DRUM  II  several  thousands 
of  injured  and  homeless  converged  on  the  vil- 
lage, many  brought  in  on  boxcars.  They  were 
then  rushed  on  stretchers  to  S unmount  Veterans 
Hospital  augmented  by  a 200-bed  portable  facil- 
ity. This  was  reportedly  the  largest  exercise 
ever  conducted  in  New  York  State  to  test  its 
preparedness. 
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private 
showings  by 
appointment 


24  hours  a day  — 7 days  a week 

SAVE  TIME  AND 
MONEY 

by  using 

WORLD  WIDE 
DICTATION 
SERVICE 


A unique  service  much  needed 
by  the  entire  medical  profession 
. . . Wish  you  had  more  hours 
in  the  day  to  keep  up  with  paper 
work? 

Even  if  you  had  more  clerical 
help  still  didn't  have  enough 
time  to  get  your  work  done  for 
hospital  or  insurance  require- 
ments? 


HERE'S  HOW 
IT  WORKS: 

• Call  your 

private  dictation 
number 

• Dictate  letters, 
reports  or  other 
documents  over  the 
phone  . . . makes 
no  difference  how 
long  or  short 


• Your  letters  are 
transcribed  on  your 
own  stationery  and 
mailed  at  once 

• A duplicate  is  mailed 
to  your  office  imme- 
diately 

• No  monthly  contract 
or  “time  limit' 

FOR  INFORMATION 
CALL  264-6644 


1604  E.  Camelback  — Phoenix,  Arizona 
Phone  274-7781 


World  Wide  Dictation  Service 

of  Arizona 

5800  N.  19th  Ave.,  Phoenix,  Arizona 
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Now  you  can  run  cardiograms  in 
your  office  or  on  emergency  calls 
with  even  quicker  instrument 
set-up  and  patient  connection  — 
and  with  far  less  chance  of  any 
“noise”  or  artifacts  getting  into  the 
record.  The  completely  new  500 
VISO  helps  speed  patient  connec- 
tion and  prevent  errors  by  color- 
coded  cable  tips  and  a pictorial 
diagram  on  the  top  panel  . . . the 
“500”  uses  new  non-abrasive 
Rednx®  Creme  that  requires  no 
nibbing  . . . the  “500”  input  cir- 
cuit greatly  reduces  the  possibility 
of  “AC” and  other  electrical'‘noise” 
appearing  in  the  cardiogram,  and 
affords  added  patient  protection 
as  well. 


Two  speeds,  three  sensitivities,  50 
mm-wide  Sanborn  high-resolution 
inkless  charts,  operating  controls 
logically  grouped  by  frequency  of 
use  — these  are  a few  of  the  added 
operating  advantages  of  this  21- 
pound  compact  ECG.  And  for  a 
fully  mobile  cardiograph,  roll  the 
500  VISO  on  its  optional  match- 
ing cart  wherever  it’s  needed. 

Model  500  Viso-Cardiette,  $695 
complete  (delivered,  continental 
U.S.);  with  optional  Model  500- 
1100  Cart,  $820.  Call  your  local 
Sanborn  Branch  Office  now.  San- 
born Company,  Medical  Division, 
Waltham,  Mass.  (02154),  a Divi- 
sion of  Hewlett-Packard. 


Superior  trace  definition  with  new  operating  ease 


Phoenix  Resident  Representative  8341  N.  7th  St.,  943-6917 
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WILLIAM  RAYMOND  POTZLER 
1928-1964 

Bill  Potzler  was  born  August  4,  1928  in  Chi- 
cago, Illinois.  He  spent  his  childhood  in  Chicago 
and  moved  as  an  adult  to  South  Bend,  Indiana. 

A combat  veteran  of  the  Korean  War,  he  ma- 
triculated as  an  undergraduate  at  the  University 
of  Chicago,  later  transferred  to  and  received  his 
B.S.  from  the  University  of  Indiana  in  1956. 

Dr.  Potzler  was  graduated  from  Medical 
School  of  the  University  of  Indiana  in  1960  and 
interned  at  St.  Joseph’s  Hospital,  South  Bend, 
Indiana  in  1961. 

Following  his  internship  he  came  to  Nogales 
to  engage  in  general  practice  where  in  1962  he 
was  elected  President  of  the  Santa  Cruz  County 
Medical  Society.  He  was  a member  of  the  Legis- 
lative Committee  of  the  State  Medical  Society, 
Southern  Arizona  Heart  Association,  local  med- 
ical advisor  of  the  American  Cancer  Society  and 
National  Heart  Association. 

On  September  19,  1964  while  moving  con- 
cessions in  preparation  for  the  Knights  of  Colum- 
bus picnic  he  fell  or  was  blown  from  the  back 
of  a pick-up  truck  sustaining  cerebral  contusions 
and  hemorrhage  from  which  he  died  on  the  21st 
day  of  September  never  regaining  consciousness. 

Dr.  Potzler  was  Post  Surgeon  for  the  V.F.W., 
a member  of  the  Rotary  Club,  President  of  the 
National  Rifle  Association,  and  a Trustee  of  the 
Knights  of  Columbus.  His  death  stunned  both 
cities  of  Nogales  because  of  his  popularity  and 
activity  in  community  projects. 

He  is  survived  by  his  wife,  Mary;  a daughter 
Michelle  age  9;  and  sons  Mark  8,  Martin  4, 
Mathew  3 and  William  Raymond  Jr.,  age  one 
month,  who  was  born  two  weeks  after  his  father’s 
death. 

The  William  R.  Potzler  Educational  Trust 
Fund  was  initiated  by  friends  who  are  inter- 
ested in  contributing  towards  the  education  of 
his  young  family. 


DUDLEY  T.  FOURNIER,  M.D. 
1897-1964 

To  render  adequate  tribute  to  a gentleman 
physician  of  the  caliber  of  the  recently  deceased 
Dr.  Dudley  T.  Fournier  is  no  easy  task  as  his 
accomplishments  and  influence  in  the  practice 
of  medicine  in  Arizona  were  definitely  more 
than  immeasurable. 

Born  in  Sudbury,  Ontario,  on  February  16, 
1897,  and  to  his  last  days  still  enjoying  the  friend- 
ships of  many  of  his  native  countrymen,  he  left 
Canada  after  completing  his  medical  training 
at  McGill  University  in  1920  and  practicing  in 
the  towns  of  Chapleau  and  Capreal,  Ontario. 
His  medical  training  had  been  interrupted  for 
a year  during  which  he  served  with  the  Royal 
Canadian  Navy  Medical  Service. 

In  1925  he  arrived  in  Phoenix  where  he  be- 
came an  associate  of  Doctors  E.  Payne  Palmer, 
Sr.,  W.  Vivian  and  F.  Milloy  in  a group  which 
was  later  to  become  the  Southwest  Medical 
Clinic.  By  virtue  of  his  ardent  interest  in  many 
phases  of  medicine  he  became  a member  of 
local,  state,  and  national  associations. 

During  World  War  II  his  untiring  energies 
were  taxed  to  the  utmost  as  he  succeeded  in 
being  as  busy  doing  night  duty  that  must  have 
been  as  demanding  as  his  office  and  hospital 
practice.  Subsequently  from  1949  until  1954  he 
was  plagued  with  a series  of  progressively  more 
severe  coronary  attacks  that  forced  his  retire- 
ment in  this  latter  year.  His  energies  could  not 
be  deterred  by  a single  form  of  disease,  and  as 
his  health  improved  he  devoted  his  time  to 
travelling  to  South  America  and  a World  Cruise, 
in  addition  to  painting,  playing  bridge  and  fish- 
ing. While  participating  in  a fishing  expedition 
the  final  coronary  attack  claimed  his  life  in  a 
fishing  boat  at  White  Clay  Lake,  Wisconsin, 
on  August  22,  1964. 

Wallace  M.  Meyer,  M.D. 
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66 Wonderful... haven’t  had  opening  in  both  nostrils  for  years”* 

(clearly  decongested  with  Dimetapp) 


Dimetapp  lets  your  “stuffed-up”  patients  breathe  easy  again. 
Each  long-acting  Extentab  works  hard  for  up  to  10-12  hours 
clearing  away  stuffiness,  turning  off  the  drip,  and  unplugging 
congestion  that  accompanies  upper  respiratory  conditions. 
Yet,  patients  seldom  experience  drowsiness  or  overstimu- 
lation. (A  key  to  success:  the  Dimetapp  formula.)  Now 
that  the  “stuffy”  season  is  here,  keep  dependable  Dimetapp 
Extentabs  on  tap.  They  get  the  job  done. 

FOR  NASAL  DECONGESTION  UP  TO  10-12  HOURS'  CLEAR 
»N  SINUSITIS,  COLDS,  U.R.I.  BREATHING  ON  ONE  TABLET 

DuKSam  Extentabs 

(Dimetane®[brompheniramine  maleate],  12 mg.;  Phenylephrine  HCI,  15mg.; 
Phenylpropanolamine  HCI,  15  mg.) 


brief  summary:  Indications:  Dime- 
tapp reduces  nasal  secretions,  con- 
gestion, and  postnasal  drip  for 
symptomatic  relief  of  colds,  U.R.I., 
sinusitis,  and  rhinitis.  Side  Effects: 
In  high  dosages,  occasional  drows- 
iness due  to  the  antihistamine  or 
CNS  stimulation  due  to  the  sym- 
pathomimetics  may  be  observed. 
Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiac  or 
peripheral  vascular  diseases  and 
hypertension.  Contraindications: 
Antihistamine  sensitivity.  Not  recom- 
mended for  use  during  pregnancy. 
*Clinical  report  on  file,  Medical  Depart- 
ment, A.  H.  Robins  Co.,  Inc. 

A.  H.  ROBINS  CO..  INC.,  RICHMOND  20,  VA. 


DANGEROUS  PRESCRIPTION 


Medicare  will  Imperil,  Not  Advance,  the 
Nation's  Welfare 

In  the  hectic  months  since  sudden  tragedy 
thrust  him  into  the  Presidency,  Lyndon  B.  John- 
son has  emerged  as,  among  other  things,  King  of 
the  Hill.  Not  since  Franklin  Roosevelt’s  memor- 
able Hundred  Days  has  a Chief  Executive  won 
so  many  legislative  battles  in  such  short  order. 
Out  of  the  hopper  and  into  the  statute  books, 
for  better  or  for  worse,  have  marched  federal 
pay  raises,  meat  import  quotas,  cotton  and  wheat 
legislation,  aid  for  mass  transit,  the  interest 
equalization  tax,  the  anti-poverty  program,  the 
biggest  tax  cut  in  history  and  the  hotly  contro- 
versial civil  rights  bill.  Dazzled  by  this  mastery 
of  normally  balky  lawmakers,  one  keen  observer 
commented  that  “The  President  collects  improb- 
able Congressional  triumphs  the  way  other 
Texans  collect  French  impressionists.” 

Ten  days  ago,  Mr.  Johnson  reached  for  — and 
grasped  — what  was  in  some  ways  the  biggest 
prize  of  all.  For  the  first  time  in  history,  his 
lieutenants  persuaded  the  Senate  to  approve  a 
program  of  hospital  insurance  for  the  elderly, 
financed  under  Social  Security.  However,  the 
President’s  triumph  in  winning  acceptance  for 
a measure  thrice  rejected  since  1957  is  no  victory 
for  the  American  people.  This  country,  humani- 
tarian by  tradition  and  by  instinct,  is  scarcely 
neglecting  its  senior  citizens.  Day  by  day,  it  is 
showing  fresh  ingenuity  and  flexibility  in  meet- 
ing that  challenge,  not  least  by  giving  private 
enterprise  its  head.  Under  the  circumstances, 
piling  a wholly  new  program  of  hospital  and 
nursing  home  care  atop  an  existing  mountain  of 
Social  Security  commitments  cannot  be  justified, 
financially  or  socially.  On  the  first  count,  it 
would  put  a further  incalculable  strain  on  the 
already  over-burdened  old  age  retirement  sys- 
tem. Even  worse,  extending  the  paternalistic 
approach  into  this  vast  new  area  inevitably 
would  tend  to  sap  the  sturdy  self-reliance  with 
which  most  Americans  are  now  seeking  to  build 
up  health  protection  for  their  sunset  years.  In 
short,  medicare,  despite  the  medicine-man  claims 
of  its  pitchmen,  would  aggravate,  rather  than 
cure,  the  nation’s  ills. 


Reprints 

It  is  easy  to  forget  how  much  Social  Security 
already  is  being  asked  to  do.  Since  it  was 
launched  in  1935,  group  after  group  has  been 
added  to  the  roster  of  beneficiaries,  age  limits 
have  been  lowered,  benefits  increased  and  eligi- 
bility broadened.  In  1956,  Congress  bundled  in 
a whole  new  class  of  recipients,  the  disabled. 
The  latest  tally  shows  a total  of  19.4  million 
Americans  regularly  receiving  checks,  amounting 
to  nearly  $1.3  billion  a month.  Because  Congress- 
men would  rather  vote  benefits  than  taxes,  Social 
Security  outlays  in  four  of  the  past  five  years 
have  topped  income,  and  the  Old  Age  and  Sur- 
vivors Trust  Fund  has  dwindled  from  a peak  of 
$22.5  billion  in  1956  to  $19.6  billion  this  June. 
What’s  more,  quite  aside  from  medicare,  benefit 
payments  in  the  years  to  come  inevitably  will 
swell,  along  with  the  number  of  persons  covered. 

Now  the  world’s  greatest  deliberative  body 
has  voted,  49-44,  to  tuck  medicare  into  the  wel- 
fare package.  (The  measure  soon  will  go  to 
conference,  since  a House-passed  version  steps 
up  cash  benefits  but  omits  medical  care. ) Be- 
sides offering  a boost  of  $7  a month  to  retired 
and  disabled  workers,  the  Gore-Anderson  bill 
provides  up  to  45  days  a year  of  government-paid 
hospital  care  per  illness  for  all  persons  aged 
65  or  over,  os  as  many  as  180  days  if  the  patient 
pays  part  of  the  cost.  It  also  allows  60  days  a 
year  in  hospital-affiliated  nursing  homes.  Even 
by  the  Administration’s  estimate,  the  cost  of  this 
new  beneficence  would  run  to  $3  billion  in  the 
first  year. 

To  potential  recipients,  that  sum  may  sound 
like  a bonanza.  The  other  side  of  the  coin,  how- 
ever, is  the  mounting  burden  on  everyone  who 
works.  Three  decades  ago,  payroll  deductions 
ran  to  at  most  $30  a year  for  employee  and 
employer  alike  — a modest  1 % apiece  on  an 
earnings  base  of  $3,000.  As  Congress  over  the 
years  raised  benefits  and  extended  them  to  new 
groups,  the  bite  steadily  grew.  This  year  the 
levy  runs  to  a maximum  of  $175,  and  even  with 
no  further  boost  in  benefits,  financial  or  medical, 
it  is  scheduled  to  mount  further.  Tossing  in 
medical  care,  the  Senate  bill  would  raise  the 
ante  by  1971  to  $291  for  both  the  worker  and 
his  boss,  an  aggregate  bite,  out  of  the  first  $5,000 
of  every  breadwinner’s  earnings,  or  no  less  than 
10.4%.  Thus  the  government’s  take  from  the  na- 
tion’s pay  envelopes  would  crash  through  the 
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10%  barrier  which  even  most  welfare-state  en- 
thusiasts long  have  held  is  the  maximum  the 
public  could  be  induced  to  accept. 

Yet  even  this  melancholy  milestone  would  not 
mark  the  end  of  the  road.  For  it  is,  if  not  official 
policy,  at  least  official  habit,  to  underestimate 
the  nation’s  welfare  outlays.  No  less  an  authority 
than  the  International  Association  of  Health 
Underwriters,  basing  its  conclusions  on  millions 
of  cases,  warns  that  medicare  costs  would  run 
to  double  what  HEW  experts  forecast.  Perhaps 
the  most  damning  evidence  comes  from  an 
unlikely  source:  Robert  J.  Myers,  chief  actuary 
of  the  Social  Security  Administration.  Had  the 
I960  King-Anderson  version  of  the  measure  been 
passed,  he  concedes  in  the  light  of  hindsight, 
its  current  costs  would  exceed  by  one-half  those 
originally  foreseen;  the  1957  model,  the  Forand 
bill,  today  would  be  underfinanced  by  more 
than  50%.  Unhappily,  there  is  no  reason  to 
believe  that  government  seers  today  are  more 
proficient  in  the  art  of  prophecy  than  in  the  past. 

The  costs  of  this  prescription  for  a healthier 
America,  then,  in  the  judgment  of  the  most 
experienced  observers,  are  bound  to  outrun 
Washington’s  sugar-coated  estimates.  Further- 
more, the  benefits  will  be  far  more  niggardly 
than  the  public,  at  least,  has  been  led  to  expect. 
Surgical  care,  fees  of  physicians,  dental  work, 
eyeglasses  and  drugs  received  outside  a hospital, 
for  example,  are  excluded  from  the  Senate  bill. 
Off  limits,  too,  are  all  costs  of  care  in  nursing 
homes  that  are  not  affiliated  with  hospitals  — 
a provision  that  leaves  out  in  the  cold  no  fewer 
than  95%  of  the  10,000  such  facilities  now  jammed 
with  patients.  Even  HEW  Secretary  Anthony  J. 
Celebrezze  grants  that  his  agency  will  foot  the 
bill  for  only  25%  to  30%  of  the  medical  costs  of 
those  over  65.  This  is  a far  cry  indeed  from 
“ending  the  health  worries  of  America’s  aged,” 
as  some  enthusiasts  phrase  it. 

The  bitter  truth  is  that  medicare  instead  would 
compound  those  worries.  For  it  would  thrust 
bureaucracy  into  an  area  already  well  served 
by  both  private  enterprise  and  public  charity. 
At  the  end  of  1962,  no  fewer  than  three  out  of 
four  Americans  65  or  older  had  some  means  of 
meeting  their  health  care  costs.  For  those  in 
want,  the  resources  now  available  range  from 
general  welfare  assistance  to  special  aid  under 
the  Kerr-Mills  Act.  Those  able  to  stand  on  their 


own  feet  financially  enjoy  an  ever-widening 
choice  of  coverages,  from  Blue  Cross  and  Blue 
Shield  to  the  variety  of  policies  issued  by  insur- 
ance companies.  By  raising  the  false  hopes  of 
government-issued  security,  medicare  threatens 
to  weaken,  if  not  to  destroy,  the  incentive  for 
every  citizen  to  prepare  as  best  he  can  for  his 
old  age. 

Once  the  long  arm  of  government  reaches  into 
this  broad  field,  no  man  can  say  — in  view  of  the 
all-too-familiar  tendency  of  welfare  programs  to 
grow  like  Topsy  — how  far  it  ultimately  will 
reach.  The  medical  profession  long  has  held  that 
medicare  is  merely  an  opening  wedge  for  some 
kind  of  socialized  National  Health  Service  in 
the  British  fashion.  Suspicion  will  not  down  that 
the  doctrs’  diagnosis  is  right.  If  so,  this  much 
is  as  certain  as  death  and  taxes;  the  eventual 
cost  in  human  as  well  as  financial  terms  will 
soar  like  a fever  chart. 

Barron’s 

September  14,  1964 

BRAIN  WAVES  SHOW  DIFFERENT 
RESPONSE  TO  WINE  VS.  MARTINIS 

It  is  no  secret  that  the  taste  buds  can  tell  the 
difference  between  different  alcoholic  beverages. 
But  the  human  brain  apparently  can  discrim- 
inate between  them,  not  by  taste  alone,  but  by 
different  emotional  reactions  to  the  drinks, 
according  to  a group  of  American  and  Italian 
physicians. 

One  pattern  of  brain  waves  seem  to  be  pro- 
duced by  wine. 

Another  pattern  is  produced  by  a very  dry 
martini  cocktail. 

The  brain  wave  patterns  set  up  by  wine  indi- 
cate that  it  has  a tranquilizing  effect  and  con- 
tributes to  the  sense  of  well-being,  while  those 
from  a dry  martini  show  it  allays  anxiety  and 
dulls  reaction  to  stress.  This  has  been  demon- 
strated by  a complex  set  of  experiments  reported 
in  the  current  issue  of  the  Quarterly  Journal  of 
Studies  on  Alcohol. 

The  effects  of  different  beverages  are  not  all 
in  the  head  either.  The  investigators  studied 
muscle  as  well  as  brain  function  and  found  that 
wine  gives  a greater  decrease  in  muscular  tension 
than  does  a martini. 
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A STUDY  OF  THE  EFFECTS 
OF  SELECTED  VARIABLES 
ON  HOSPITAL  UTILIZATION 

by  Richard  L.  Durbin  and  Gordon  Antelman 

■ this  paper  reports  the  results  of  a statistical 
study  of  the  relationships  between  each  of  two 
hospital  utilization  variables,  admission  rates  and 
length  of  stay,  and  four  independent  variables, 
number  of  beds,  number  of  physicians,  health 
insurance  coverage,  and  per  capita  income.  The 
most  striking  relationship  found  is  that  between 
the  admission  rate  and  number  of  beds;  admis- 
sion rates  increase  very  rapidly  as  the  number 
of  beds  increases.  Admission  rates  appear  to 
decrease  as  the  number  of  physicians  or  per 
capita  income  increases,  and  probably  increase 
slightly  as  the  proportion  of  people  covered  by 
health  insurance  increases.  This  latter  finding, 
however,  is  in  considerable  doubt.  Length  of 
stay  appears  to  increase  with  each  of  the  four 
independent  variables,  the  strongest  relationship 
being  with  the  proportion  of  people  covered  by 
health  insurance. 

The  literature  in  this  area  is  not  too  extensive. 
M.  I.  Roemer  has  also  studied  relationships 
between  admission  rates  and  insurance,1  and 
admission  rates  and  the  supply  of  physicians2 
and  gives  reference  to  several  related  papers. 
Our  findings  concerning  these  two  relationships 
are  in  the  same  direction  as  Roemer ’s  but  not 
nearly  as  strong. 

Methodology 

The  basic  data  utilized  in  this  study  are  the 
values  of  the  six  variables  for  the  48  continental 
states  for  the  year  1960  as  given  in  table  1. 

Two  separate  multiple  regression*  analyses 
were  carried  out,  the  first  regressing  length  of 
stay  on  the  four  independent  variables  (beds, 
physicians,  insurance,  and  income)  and  the  sec- 
ond regressing  the  admission  rate  on  the  same 
four  independent  variables.  This  technique  per- 
mits an  evaluation  of  the  strength  of  the  relation- 
ships between  each  of  the  two  dependent 
variables  and  each  of  the  four  independent 
variables  which  is  independent  of  the  values  of 
the  remaining  variables. 

Mr.  Durbin  is  director  of  the  Tucson  Medical  Center,  Tucson, 
Arizona.  At  the  time  this  article  was  written  he  was  associate 
director,  Graduate  Program  in  Hospital  Administration  and  as- 
sistant professor  in  the  Graduate  School  of  Business  at  the  Uni- 
versity of  Chicago. 

Mr.  Antelman  is  a member  of  the  faculty  of  the  Graduate 
School  of  Business  at  the  University  of  Chicago. 
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The  model  for  length  of  stay  assumed  here 
is  that 

(I)  Yi  — ai  -)-  (3 ii  (Ai  — Xi ) d-  (3 12 

( X2  — X2 ) -j-  /3i‘S  ( X:s  — X3 ) -)- 

/?I4  ( X4  — X4 ) -j-  61 

where 

Xr  = number  of  beds  per  1000  population 
X2  = number  of  physicians  per  100,000  pop- 
ulation 

Xa  = percentage  of  population  covered  by 
health  insurance 

X4  = average  per  capita  income 

Yi  = average  length  of  stay  in  days 

Xi  = average  of  the  48  values  of  Xi,  i = 1,2, 3, 4 

and 

a and  the  four  /3s  are  parameters  to  be  estimat- 
ed from  the  data. 

ei  is  a normally  distributed  random  variable 
with  mean  o and  unknown  standard  deviation  0-1 
(which  can  be  estimated  from  the  data). 

Similarly,  the  assumed  model  for  the  admission 
rate  per  1000  persons  per  year  (Y2)  is 

(II)  Y2  = a2  + 021  (X,  - xi)  + £22  (X.  - 

Xi)  + 023  (X.,  - Xa)  /?24  (X4  - 
xi)  + e2 

Equation  (I)  can  be  interpreted  as  follows. 
The  parameter  ai  is  the  expected  value  of  the 
random  variable 

Yi  if  Xi  = Xi  for  i = 1,2,3, 4.  (3n 
is  called  the  partial  regression  coefficient  of  Yi 
on  Xi  and  is  the  expected  increase  (or  decrease 
if  j3u  is  negative)  in  Yi  for  each  unit  increase 
in  Xi,  for  any  fixed  values  of  X2,  Xa,  and  X4.  The 
interpretation  of  the  other  /3s  in  equation  ( I ) 
and  those  in  equation  (II)  is  analogous.  Our 
primary  interest  is  in  the  values  of  the  eight  f3s 
which  measure  the  strengths  of  the  relationships 
between  the  dependent  and  independent  vari- 
ables. 

Findings  and  Interpretations 

Estimating  the  values  of  the  parameters  from 
the  data  results  in  the  two  multiple  regression 
equations 

(E)  Yi  = 7.18  + .200 (X,  - 3.62)  + .0068 (Xa  - 
113.88)  + .033 (Xa  - 68.21)  + .00035  (X.  - 
2065). 
and 

(IT)  ¥2  = 132.25  + 25.30 (Xi  — 3.62) 
,084(X2  - 113.88)  + .048 (Xa  - 68.21)  - .00742 
(Xa  - 2065). 
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Table  1.  The  Values  of  Six  Variables  for  the  48  Continental  States  for  the  Year  1960. 

Predicted 


State 

Length 
of  Stay 

Adm. 

Rate 

Beds/ 

1000 

Phys/ 

100,000 

Pop.  Cov. 
by  Ins. 

% 

Per 

Capita 

Income 

Values 

Y, 

Y„ 

Y,  - 

Residuals 

-Y,  Y„  — Y„ 

Vx 

v2 

Xx 

x2 

x3 

Xi 

Connecticut 

7.7 

125 

3.4 

168 

86 

2863 

8.37 

117.1 

-.67 

7.9 

Maine 

7.2 

123 

3.3 

101 

66 

1900 

6.90 

126.3 

.3 

-3.3 

Massachusetts 

8.4 

137 

4.2 

178 

77 

2519 

8.18 

138.6 

.22 

-1.6 

N.  Hampshire 

7.3 

144 

4.4 

131 

67 

2074 

7.42 

150.4 

-.12 

-6.4 

Rhode  Island 

8.9 

113 

3.6 

130 

87 

2228 

7.96 

130.1 

.94 

17.1 

Vermont 

7.3 

153 

4.5 

155 

79 

1859 

7.92 

153.1 

-.62 

— .1 

New  Jersey 

8.1 

108 

3.1 

124 

69 

2665 

7.38 

113.8 

.72 

-5.8 

New  York 

9.7 

133 

4.3 

192 

91 

2789 

8.85 

138.6 

.85 

-5.6 

Pennsylvania 

9.0 

128 

4.1 

142 

87 

2266 

8.16 

141.4 

.84 

-13.4 

Delaware 

7.8 

119 

3.6 

119 

81 

3013 

7.97 

124.9 

-.17 

-5.9 

Florida 

6.9 

122 

3.1 

125 

60 

1988 

6.86 

118.3 

.04 

3.7 

Georgia 

6.0 

126 

2.7 

94 

64 

1608 

6.56 

1 13.8 

-.56 

12.2 

Maryland 

9.2 

94 

3.2 

140 

63 

2394 

7.22 

1 16.7 

1.98 

-22.7 

N.  Carolina 

6.5 

137 

3.4 

93 

67 

1574 

6.78 

132.0 

-.28 

5.0 

S.  Carolina 

7.0 

114 

2.8 

78 

60 

1397 

6.27 

1 19.0 

.73 

-5.0 

Virginia 

7.7 

109 

3.0 

106 

57 

1848 

6.56 

118.3 

1.14 

-9.3 

W.  Virginia 

7.1 

157 

4.1 

90 

76 

1674 

7.24 

149.7 

—.14 

7.3 

Illinois 

8.2 

135 

3.9 

129 

84 

2613 

8.05 

134.7 

.15 

.3 

Indiana 

7.6 

118 

3.1 

100 

80 

2179 

7.41 

120.0 

.19 

-2.0 

Michigan 

7.5 

130 

3.3 

112 

80 

2322 

7.58 

123.0 

-.08 

7.0 

Ohio 

7.9 

128 

3.4 

120 

86 

2339 

7.86 

125.0 

.04 

3.0 

Wisconsin 

7.4 

155 

4.3 

106 

73 

2171 

7.46 

149.5 

-.06 

5.5 

Alabama 

6.4 

1 14 

2.8 

78 

56 

1462 

6.16 

1 18.4 

.24 

—4.4 

Kentucky 

6.4 

124 

3.3 

90 

59 

1543 

6.47 

129.6 

-.07 

-5.6 

Mississippi 

5.8 

114 

2.9 

78 

46 

1173 

5.75 

122.6 

.05 

-8.6 

Tennessee 

6.9 

134 

3.3 

106 

67 

1545 

6.84 

128.6 

.06 

5.4 

Iowa 

7.6 

137 

3.9 

106 

66 

2003 

7.09 

140.3 

.59 

-3.3 

Kansas 

7.8 

136 

4.1 

102 

67 

2068 

7.16 

145.3 

.64 

-9.3 

Minnesota 

8.0 

160 

4.8 

136 

76 

2054 

7.82 

160.7 

.18 

- .7 

Missouri 

8.4 

129 

3.9 

115 

81 

2199 

7.71 

138.8 

.69 

-9.8 

Nebraska 

7.3 

145 

4.4 

109 

67 

2113 

7.28 

152.0 

.02 

-7.0 

N.  Dakota 

7.3 

181 

5.1 

80 

68 

1741 

7.13 

174.9 

.17 

6.1 

S.  Dakota 

7.0 

154 

4.5 

72 

56 

1842 

6.59 

159.1 

.41 

-5.1 

Arkansas 

6.1 

122 

2.9 

89 

50 

1341 

6.01 

120.6 

.09 

1.4 

Louisiana 

6.4 

150 

3.9 

114 

52 

1604 

6.54 

141.9 

-.14 

8.1 

Oklahoma 

6.9 

120 

3.2 

98 

68 

1848 

6.91 

124.5 

-.01 

-4.5 

Texas 

6.0 

132 

3.2 

102 

61 

1924 

6.73 

123.3 

-.73 

8.7 

Arizona 

6.9 

117 

3.0 

100 

52 

201 1 

6.41 

1 17.3 

.49 

- .3 

Colorado 

7.3 

154 

3.8 

157 

77 

2320 

7.89 

131.7 

-.59 

22.3 

Idaho 

5.1 

129 

3.2 

87 

50 

1796 

6.22 

125.0 

-1.12 

4.0 

Montana 

6.6 

167 

5.0 

96 

61 

2018 

7.08 

168.6 

-.48 

-1.6 

Nevada 

7.3 

138 

3.9 

102 

55 

2844 

6.99 

133.9 

.31 

4.1 

New  Mexico 

5.9 

114 

2.8 

77 

45 

1806 

5.91 

1 15.4 

-.01 

-1.4 

Utah 

6.1 

117 

2.8 

132 

70 

1910 

7.15 

111.2 

-1.05 

5.8 

Wyoming 

5.9 

173 

4.6 

87 

67 

2334 

7.25 

157.2 

-1.35 

15.8 

California 

7.2 

112 

3.0 

160 

69 

2741 

7.63 

107.7 

-.43 

4.3 

Oregon 

6.3 

133 

3.5 

130 

74 

2259 

7.53 

126.7 

-1.23 

6.3 

Washington 

5.6 

134 

3.2 

130 

74 

2317 

7.49 

118.7 

-1.89 

15.3 

Sources: 

(1)  Length  of  stay— 

-Hospital 

Administrators  Guide 

Issue,  Part 

1 1 . August, 

1961. 

(2)  Admi 

ssion  Rate- 

-Hospital  Administrators  Guide 

Issue,  Part 

1 1 . August, 

1961. 

(3)  Physicians/l 00,000 — Research  Division,  American  Medical  Association. 

(4)  Percentage  of  population  covered  by  insurance— Source  Book  of  Health  Insurance  Data  1961. 

(5)  Per  capita  income— The  World  Almanac  and  Book  of  Facts,  1962,  New  York  World-Telegram  and  Sun. 


In  these  two  equations,  Yi  and  Y2  are  the 
values  of  Yi  and  Ya  predicted  by  the  multiple 
regression  equations  ( table  v). 

In  words,  it  is  estimated  that  the  average 
length  of  stay  in  days 

( 1 )  increases  by  .2  for  each  unit  increase  in 
the  number  of  beds  per  1000  persons; 


(2)  increases  by  .0068  for  each  unit  increase 
in  the  number  of  physicians  per  100,000 
persons; 

(3)  increases  by  .033  for  each  percentage 
point  of  increase  in  health  insurance  cov- 
age; 
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(4)  increases  by  .00035  for  each  dollar  in- 
crease in  average  per  capita  income. 

It  is  estimated  that  the  admission  rate  per 
1000  persons 

(5)  increases  by  25.30  for  each  unit  increase 
in  the  number  of  beds  per  1000  persons; 

(6)  decreases  by  .084  for  each  unit  increase 
in  the  number  of  physicians  per  100,000 
persons; 

(7)  increases  by  .048  for  each  percentage 
point  of  increase  in  health  insurance 
coverage; 

(8)  decreases  by  .00742  for  each  dollar  in- 
crease in  average  per  capita  income. 

A certain  amount  of  care  is  necessary  in  inter- 
preting these  estimates  of  the  fts  (the  estimate 
of  ftu  will  be  denoted  by 
bn,  etc.)  First,  the 
strengths  of  the  relationships  between  Yi  and 
each  of  Xi,  X2,  Xs,  and  X<,  as  measured  by  bn, 
b12,  bis,  and  bn  are  not  directly  comparable  due 
to  the  unequal  amounts  of  variation  in  the  dif- 
ferent Xs.  For  example,  bn,  (.200)  is  much  larg- 
er than  bn  ( .00035).  But  bn  relates  to  an  increase 
of  one  bed  per  1000  persons  and  bn  to  an  in- 
crease of  one  dollar  in  average  per  capita  income 
and  an  increase  of  one  bed  per  1000  persons 
relative  to  the  variation  in  beds  per  1000  persons 
is  much  larger  than  an  increase  of  one  dollar 
in  average  of  per  capita  income  relative  to  the 
variation  in  average  per  capita  income.  One 
method  of  achieving  comparability  is  through 
the  use  of  “standard  partial  regression  coeffi- 
cients.” The  standard  partial  regression  coeffi- 
cient of  Y on  X is  denoted 

by  bn’  and  defin 
ed  by  bn’  = 
bn 

V2  (X,  - Xi)2/2  (Yi 
- YO2 

(The  numerator  under  the  radical  is  a measure 
of  the  variation  of  Xi,  the  denominator  is  there 
simply  to  keep  bn’  of  roughly  the  same  magni- 
tude as  bn.)  The  remaining  b’s  are  similarly 
defined.  The  values  of  both  the  bs  and  b’s  are 
given  in  table  2. 

A second  reason  for  care  in  interpreting  the 
bs  is  that  each  b is  an  estimate  of  a ft.  The 
reliability  of  each  estimate  is  measured  by  its 
standard  error.  The  standard  error  of  bn  is 

“For  a detailed  explanation  of  multiple  regression,  examples, 
and  computational  instructions  the  reader  is  referred  to  Chapter 
14  of  Statistical  Methods  by  Snedecor  (The  Iowa  State  College 
Press,  1956). 
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denoted  by  Sbn,  that  of  the  bn 
by  Sbi2,  etc.  These 

are  also  given  in  table  2. 


Table  2.  The  Values  of  the  bs  and  b's  and  the  Number  of 


Standard  Errors  by  which  b Deviates  from  0. 

Subscript 

b 

b' 

Sb 

t 

P(b/3<0) 

1 1 

.200 

.132 

.174 

1.15 

.12 

12 

.00680 

.194 

.00564 

1.21 

.1 1 

13 

.0330 

.393 

.0131 

2.53 

.01 

14 

.000350 

.153 

.000348 

1.01 

.16 

21 

25.3 

.900 

2.13 

1 1.89 

0 

22 

—.0837 

-.129 

.0690 

-1.21 

.11 

23 

.0484 

.031 

.160 

.30 

.38 

24 

-.00742 

-1.75 

.00425 

— 1.74 

.04 

It  should  be  noted  that  a particular  b may  be 
a very  reliable  (small  Sb)  estimate  of  the  cor- 
responding ft  and  yet  be  uninteresting  because 
b is  close  to  zero.  Of  course,  the  converse  may 
also  occur;  that  is,  we  may  get  a relatively 
unreliable  estimate  which,  in  spite  of  this,  is  very 
interesting  because  b is  far  away  from  zero. 

The  fifth  column  of  table  2 gives  t = b/sb, 
the  number  of  standard  errors  by  which  b de- 
viates from  0.  These  can  be  utilized  to  perform 
tests  of  significance  for  hypothesis  concerning 
the  ft  or  to  calculate  confidence  intervals  for 
the  fts.  We  prefer  to  give  a Bayesian  interpreta- 
tion of  the  results ;3  the  sixth  column  of  table  2 
will  be  relevant  to  this. 

Strictly  speaking,  the  first  requisite  for  this 
interpretation  is  the  specification  by  each  reader 
of  his  personal  prior  probability  distribution  for 
the  unknown  parameters.  Roughly  speaking,  this 
is  a precise  expression  of  the  reader’s  beliefs  and 
information  concerning  the  values  of  the  para- 
meters prior  to  seeing  the  results  of  this  study. 
This  prior  information  can  be  combined  with 
the  information  from  this  study  to  give  a pos- 
terior probability  distribution  for  the  unknown 
parameters  from  which  probability  statements 
concering  the  unknown  parameters  can  be  de- 
duced. Of  course,  different  prior  distributions 
result  in  different  posterior  distributions. 

Quite  obviously,  we  cannot  give  here  all  of 
the  possible  posterior  distributions.  There  is, 
however,  a particularly  important  type  of  prior 
distribution,  termed  “diffuse,”  for  which  approx- 
imate results  in  the  form  of  posterior  probability 
statements  can  be  made.  A person’s  prior  distri- 
bution is  diffuse  if  his  prior  probability  is  spread 
out,  approximately  uniformly,  over  all  of  the 
possible  paramater  points  “near"  the  observed 
paramater  point  and  is  not  too  large  elsewhere. 
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Reprints 

This  particular  type  of  prior  probability  distri- 
bution has  the  feature  of  having  no  influence  on 
the  posterior  probabilities;  in  a sense,  the  data 
“speak  for  themselves.” 

Now,  assuming  a diffuse  prior  distribution,  the 
posterior  distribution  of  each  (3  is  approximately 
Normal  with  mean  equal  to  the  b which  esti- 
mates /3  and  standard  deviation  equal  to  Sb. 
Hence,  from  a table  of  Normal  deviates  and 
column  five  of  table  2,  probability  statements 
concerning  any  of  the  /3s  can  be  deduced.  The 
last  column  of  table  2 gives  certain  particularly 
interesting  posterior  probabilities,  namely,  the 
probabilities  that  the  true  /3s  are  of  different 
sign  than  their  estimates  (in  which  case  the 
product  of  b and  (3  will  be  negative)  or,  to  put 
it  another  way,  the  probability  that  the  true 
direction  of  the  effect  of  the  variable  under 
consideration  is  different  from  the  direction  indi- 
cated by  the  data.  For  example,  there  are  approx- 
imately 12  chances  in  100  that  average  length 
of  stay  really  decreases  as  the  number  of  beds 
increases,  contrary  to  what  the  data  indicate; 
there  are,  of  course,  88  chances  in  100  that  the 
direction  of  the  effect  indicated  by  the  data  is 
correct. 

Examination  of  either  of  the  last  two  columns 
of  table  2 shows  that  the  most  definite  result  of 
this  study  concerns  the  relationship  between 
number  of  beds  and  the  admission  rate;  the 
chances  are  much  less  than  1 in  a trillion  that 
the  admission  rate  decreases  as  beds  increase. 

The  least  definite  result  concerns  the  relation- 
ship between  the  admission  rate  and  insurance, 
the  chances  being  38  in  100  that  the  admission 
rate  decreases  as  insurance  coverage  increases. 

From  column  three  of  table  2,  the  strongest 
relationship  in  the  first  regression  analysis  is 
between  Yi  (length  of  stay)  and  Xa  (insurance 
coverage).  The  relationships  between  Yi  and  the 
three  remaining  independent  variables  are  of 
comparable  strength.  The  strongest  relationship 
in  the  second  regression  analysis  is  between  Ya 
( admission  rate ) and  Xi  ( number  of  beds ) . The 
relationships  between  Ya  and  X2  (number  of 
physicians)  and  Ya  and  X4  (income)  are  of  inter- 
mediate strength  while  that  between  Ya  and  X3 
(insurance)  is  weak. 

Having  estimates  of  the  magnitude  and  direc- 
tion of  the  effects  of  the  independent  variables 
on  the  dependent  variables  makes  it  easy  to 


speculate  on  the  reasons  for  these  effects.  In- 
creases in  the  admission  rate  and  length  of  stay 
as  number  of  beds  increases  probably  reflects 
an  excess  of  demand  for  beds  over  the  supply 
of  beds.  As  the  number  of  physicians  increases, 
length  of  stay  tends  to  increase  but  admission 
rates  tend  to  decrease.  If,  as  the  number  of 
physicians  per  100,000  persons  increases,  more 
patients  are  treated  without  hospitalization,  both 
of  these  effects  would  be  expected,  for  then, 
fewer  “short-stay”  patients  would  be  admitted 
to  hospitals.  Increases  in  length  of  stay  expected 
with  increases  in  insurance  coverage  or  average 
per  capita  income  might  be  explained  by  an 
increased  willingness  on  the  part  of  physicians  or 
patients  toward  longer  stays  for  the  insured  and 
the  wealthy. 

The  small  size  and  the  uncertainty  of  the  ex- 
pected increase  in  the  admission  rate  with  in- 
creases in  insurance  coverage  indicates  that  there 
is  probably  no  more  and  possibly  less  “abuse” 
of  this  type  of  insurance  than  automobile  insur- 
ance or  unemployment  compensation.  The  ex- 
pected decrease  in  admission  rates  with  increases 
in  income  may  reflect  an  increase  in  treatment 
outside  of  hospitals  or  decreases  in  the  incidence 
of  illness,  due,  for  example,  to  better  diets. 

Conclusions 

Length  of  stay  increases  as  each  of  the  four 
independent  variables  increases. 

The  admission  rate  increases  as  the  number 
of  beds  increases.  It  decreases  as  the  number  of 
physicians  increases  and  as  the  average  per 
capita  income  increases  and  is  affected  very 
little  by  insurance  coverage. 

This  study  is  based  on  data  from  48  states. 
For  local  situations,  the  effects  of  independent 
variables  may  be  different.  However,  in  the 
absence  of  more  refined  local  information,  these 
results  could  be  used  as  a first  approximation  for 
estimating  the  effects  of  changes  in  the  inde- 
pendent variables  on  admission  rates  and  lengths 
of  stay.  ■ 


1.  Roemer,  M.  I.:  Hospital  utilization  under  insurance.  J.A.H.A. 
33:  18  (Sept.  16)  1959. 

2.  Roemer,  M.  I.:  Hospital  utilization  and  the  supply  of  physi- 
cians. J.A.M.A.  178:10  (Dec.  9)  1961. 

3.  An  elementary  discussion  of  Bayesian  methods  is  given  by 
Schlaifer.  Introduction  to  Statistics  for  Business  Decisions,  Mc- 
Graw-Hill, New  York,  1961. 


Reprinted  and  copyrighted  by  HOSPITAL  MANAGEMENT, 
Volume  98,  August  1964,  pp.  57-60 
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AIR  AMBULANCE  COMPANY 
APOLOGIZES  TO  PHYSICIANS 


An  aviation  company  which  unknowingly 
offered  a 10%  commission  to  physicians  on  air 
ambulance  cases  has  apologized  for  its  “inadver- 
tent’’ action. 

The  offer  was  made  in  a letter  to  Arizona 
MDs  telling  of  the  new  facilities  for  an  air 
ambulance  service  of  Cutter  Aviation,  Inc., 
Phoenix,  Arizona. 

Many  of  the  physicians  immediately  sent  the 
letters  to  the  Maricopa  County  Medical  Society, 
the  Arizona  Medical  Association,  Inc.,  and  the 
American  Medical  Association’s  Dept,  of  Med- 
ical Ethics.  They  pointed  out  that  they  felt  that 
such  an  offer  was  improper. 

Ethics  Cited:  The  physicians  were  advised 
that  Section  7 of  the  Principles  of  Medical  Ethics 
provides  that  an  MD  “should  neither  pay  nor 
receive  a commission  for  a referral  of  patients.” 
The  AMA  Judicial  Council  has  uniformly  inter- 
preted this  section  to  mean  that  the  doctor  may 
receive  no  profit  whatever  from  his  patient  other 
than  for  medical  services  rendered,  it  was 
pointed  out. 

Accordingly,  said  a spokesman  for  the  Depart- 
ment of  Medical  Ethics,  it  is  absolutely  unethical 
to  accept  any  rebate  of  any  kind,  in  any  form 
and  from  any  source. 

Company  informed:  A letter  from  Joseph  C. 
Ehrlich,  M.D.,  chairman  of  MCMS’s  Professional 
Committee,  explained  this  ruling  to  the  aviation 
company. 

Cutter  Aviation  quickly  answered.  It  explained 
that  for  several  years  it  had  offered  a “finder’s 
fee”  of  10%  of  the  charter  revenue  “to  anyone 
who  has  referred  any  type  of  charter  business 
to  us”.  In  apologizing,  Cutter  Aviation  also  add- 
ed, “We  have  received  a number  of  letters  from 
doctors  advising  us  of  the  unethical  practice  of 
accepting  a commission.  Wish  we  had  known, 
before  sending  the  letter.” 

AMA  News 
October  26,  1964 


SUPPORT  THE  JOURNAL 
ADVERTISERS 


blue  shield 


matters  of  editorial  interest 
to  tine  medical  profession 


This  is,  even  under  ordinary  circumstances, 
the  most  busy  time  of  the  year.  It’s  the  climax 
of  the  football  season;  it’s  the  introduction  of 
the  holiday  season;  and  on  top  of  it  all  in  this 
year  1964,  it  was  a national  presidential  election 
year. 

We  in  our  own  bailiwick  at  Blue  Cross/Blue 
Shield  have  been  busy,  too.  Our  Professional 
Relations  Department,  under  the  direction  of 
Carl  Behle,  has  conducted  a series  of  Briefing 
Sessions  for  medical  assistants  in  doctors’  offices. 
These  meetings  have  been  held  in  Phoenix, 
Tucson,  Flagstaff,  Prescott  and  Yuma,  with  more 
yet  to  come.  To  date,  nearly  four  hundred  girls 
in  all  have  attended  these  sessions.  The  meetings 
have  been  held  to  explain  the  newly  devised 
claim  cards  and  procedures.  Assisting  Carl  Behle 
in  conducting  these  meetings  have  been  Don 
Yost,  Physicians  Relations  Manager  for  the 
Phoenix  district,  and  Fred  Miller,  his  counter- 
part for  the  Tucson  district.  The  girls  say  that 
they  really  enjoy  these  meetings,  and  that  they 
are  very  helpful.  Watch  for  announcements  of 
them  in  your  area. 

By  now,  all  doctors  should  have  received  a 
mailing  of  replacement  pages  for  their  manuals 
that  consisted  of  new  procedure  codes,  nomen- 
clature and  the  current  fee  schedules.  So  far 
the  response  to  the  new  claim  procedures  and 
cards  has  been  generally  quite  good.  Naturally, 
there  are  some  bugs  still  in  the  program  that 
have  been  brought  to  our  attention  and  these  are 
all  being  worked  out  as  they  appear.  We  do 
want  you  to  know  we  appreciate  your  interest 
and  guiding  remarks  in  these  matters.  They  have 
been  extremely  helpful.  Your  patience  as  we 
develop  these  new  procedures  will  eventually 
simplify  a great  deal  of  the  detail  work  in  your 
offices. 

We  know  it  is  a little  early,  and  we’re  not 
trying  to  jump  the  gun,  but  this  will  be  our 
only  column  before  the  holidays,  and  we  would 
like,  in  behalf  of  all  the  Blue  Cross/Blue  Shield 
staff  and  its  two  boards  of  directors,  to  extend 
our  warmest  greetings  as  the  holiday  season 
approaches,  hoping  you  have  in  sequence  an 
enjoyable  Thanksgiving,  Christmas  and  New 
Year. 
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Your  patient 
doesn’t  have 
to  be  in 
the  Masters 
to  get  sprains 
and  strains 


Soma  Compound 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

rational  combination  therapy  for  sprains  and  strains:  relaxes  muscle,  relieves 
pain.  Also  available  with  lA  gr.  codeine  as  ‘SOMA’  COMPOUND  with  CODEINE: 
carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg.,  codeine  phos- 
phate 16  mg.  (Warning:  may  be  habit-forming.) 

BRIEF  SUMMARY 

‘SOMA’  COMPOUND;  ‘SOMA’  COMPOUND  plus  CODEINE:  carisoprodol,  acetophenetidin,  caffeine,  codeine 
phosphate.  Warning:  Codeine  may  be  habit-forming.  Indications:  ‘Soma’  Compound  and  ‘Soma’ 
Compound  with  Codeine  are  indicated  for  relief  of  pain  and  stiffness  in  traumatic,  rheumatic  and  other 
similar  conditions.  Contraindications:  Allergic  or  idiosyncratic  reactions  to  carisoprodol  or  codeine. 
Precautions:  Acetophenetidin— May  damage  the  kidneys  when  used  in  large  amounts  or  for  long  periods. 
Codeine— Should  be  used  with  caution  in  addiction-prone  individuals.  Carisoprodol—  Like  other  central 
nervous  system  depressants,  should  be  used  with  caution  in  patients  with  known  propensity  for  taking 
excessive  quantities  of  drugs  and  in  patients  with  known  sensitivity  to  compounds  of  similar  chemical 
structure,  e.g.,  meprobamate.  Side  effects:  Codeine— Nausea,  vomiting,  constipation,  and  miosis.  Cari- 
soprodol- The  only  side  effect  reported  with  any  frequency  is  drowsiness,  usually  on  higher  than  recom- 
mended doses.  One  instance  each  of  pancytopenia  and  leukopenia  occurring  when  carisoprodol  was 
administered  with  other  drugs  has  been  reported  as  has  an  instance  of  fixed  drug  eruption  with  cariso- 
prodol and  subsequent  cross-reaction  to  meprobamate.  Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild  shock  and  angioneurotic  edema  with  respiratory  diffi- 
culty, both  reversed  with  appropriate  therapy.  Other  rarely  observed  reactions  have  included  dizziness, 
ataxia,  agitation,  increase  in  eosinophil  count,  and  gastrointestinal  symptoms.  Massive  overdosage  may 
produce  coma  and/or  mild  shock  and  respiratory  depression.  Dosage:  ‘Soma’  Compound  and  ‘Soma’  Com- 
pound with  Codeine,  one  or  two  tablets  three  times  daily  and  at  bedtime.  Supplied:  ‘Soma’  Compound, 
orange  tablets,  each  containing  carisoprodol  200  mg.,  acetophenetidin  160  mg.,  and  caffeine  32  mg. 
‘Soma’  Compound  with  Codeine,  white,  lozenge-shaped  tablets,  each  containing  carisoprodol  200  mg., 
acetophenetidin  160  mg.,  caffeine  32  mg.,  and  codeine  phosphate  16  mg.  Narcotic  order  form  required. 
Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES 

\"/,  Cranbury,  N.  J. 


Regardless  of  the  etiology 
of  muscle  sprain  or  strain, 
‘SOMA’  COMPOUND 
helps  relieve  pain  and  relax 
muscle.  Patient  comfort 
can  be  increased  and 
recovery  time  shortened. 
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Topics  of  Current  Medical  Interest 

AESCULAPIUS  AWARD  PROGRAM 


$200.00 

CASH 

AWARD 


Complete  the  application  below  before  January  1st  to  be  eligible  for  the 
MEAD  JOHNSON  COMPANY,  INC.  Aesculapius  Award.  This  award  with  an 
engraved  wall  plaque  will  be  presented  to  the  exhibitors  of  the  best  scientific 
presentation  at  the  1965  Annual  Meeting  of  this  Association. 


THE  GOD  AESCULAPIUS 


Photo  courtesy  of  Parke,  Davis  & Co.  c 1957 


SCIENTIFIC  EXHIBIT  APPLICATION  FORM 


Charles  E.  Henderson,  M.D.,  Secretary 
The  Arizona  Medical  Association,  Inc. 
Post  Office  Box  128 
Scottsdale,  Arizona 


Please  accept  my  application  herewith  for  a 
Scientific  Exhibit  at  the  1965  Annual  Meeting 
of  ArMA  to  be  held  April  28  through  1, 
1965,  at  the  Pioneer  International  Hotel, 
Tucson,  Arizona. 


I propose  to  exhibit 


Space  needed:  Address  ..  ...  

City  & State  . 

Further  information  will  be  provided  on  accep- 
Name  tance  of  application,  if  requested. 


December,  1964 
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A WORD  OF  APPRECIATION 


THIRTY- FIVE 
YEARS 

CURING  DOCTORS 
CARS 

Loaners  Always 
Available 


TONY  COURY 


525  WEST  MAIN 
MESA.  ARIZONA 


Mr.  Robert  Carpenter,  Executive  Secretary 
Arizona  Medical  Association 
Box  128 

Scottsdale,  Arizona 
Dear  Mr.  Carpenter: 

The  third  annual  Medical  Tribune  Auto  Safety 
Award  for  “lifesaving  achievement  in  the  service 
of  health”  was  recently  conferred  upon  the 
ACIR  project  as  the  organizational  winner. 

In  accepting  this  coveted  award  my  associates 
and  I are  reminded  of  the  recognition  and  merit 
due  all  those  individuals  who  have  made  pos- 
sible the  interstate  ACIR  program. 

I refer  of  course  not  only  to  our  predecessors, 
the  more  than  10,000  dedicated  state  police  and 
highway  patrol  officers  but  also  to  the  thousands 
of  physicians  in  the  28  states  in  which  ACIR 
programs  have  been  undertaken. 

It  is  axiomatic  that  without  the  voluntary 
efforts  of  police  accident  investigators  and  phy- 
sicians to  produce  reliable  factual  accident-injury 
data,  ACIR’s  contribution  to  progress  in  the 
development  of  improved  automotive  passenger 
protection  would  not  be  possible. 

It  is  therefore  with  a deep  sense  of  apprecia- 
tion that  we  at  ACIR  salute  the  members  of 
the  Arizona  Medical  Association  who,  as  a sup- 
plement to  efforts  directed  toward  accident  pre- 
vention on  our  highways,  have  made  an  import- 
ant contribution  toward  the  injury  prevention 
approach  in  this  vital  area  of  traffic  safety. 
Please  convey  to  your  membership  and  your 
staff  our  expression  of  gratitude. 

Sincerely  yours, 

Robert  A.  Wolf 
Director 


24-HOUR  AMBULANCE  SERVICE®  AL 4-4111 


MOTOR  AMD  AIR 


A.  L.  MOORE  & SONS 

Mortuary  and  Ambulance  Service 
Adams  at  Fourth  A v e . , Phoenix 
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Future  Medical  Meetings  and  Postgraduate  Education 


I i 

S Arizona  Division  $ 

8 g 

^ American  Cancer  Society 

i 

| 1965  CANCER  SEMINAR 

| MARCH,  1965  — TUCSON 


s 


8 


8 


I 


SPEAKERS 

Dr.  Vincent  Collins 
Dr.  Paul  Boyle 
Dr.  Von  Haarm 
Dr.  James  Cooney 
Dr.  J.  A.  Wall 
Dr.  Thomas  Carlisle 
Dr.  Rochlin 
Dr.  Collins 
Dr.  Mahorner 


SI 


I 


I 


i 


$ 
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TOPICS 

Cancer  is  a Simple  Disease 

Hyper-keratotic  Lesions  of  the  Oral  Mucosa 

Exfoliative  Cytology  of  Areas  Other  Than 
the  Female  Genital  Tract 

Epidemiology  of  Cancer 

Mammography 

Endocrine  Treatment  of  Carcinoma 
of  the  Female  Genital  Tract 

Carcinoma  in-situ  its  Relationship 
to  Cervical  Dysplasia 

Intra-arterial  Perfusion  Therapy 
of  Cancer 

Radiotherapy  of  Metastasis 

Treatment  of  Carcinoma  of  the  Thyroid 

Role  of  the  Dentist  in  the  Diagnosis 
and  Treatment  of  Cancer 

Virology  of  Malignant  Disease 

Systemic  Chemotherapy  of  Cancer 


Sri 
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International  Society  for 
Comprehensive  Medicine  Presents 


INTEGRATION  OF  ALL  SCIENTIFIC 
FIELDS  IN  A COMPREHENSIVE 
APPROACH  TO  MODERN  MEDICINE 


Mountain  Shadows,  Scottsdale 
Jan.  8-10,  1965 


Open  to  all  physicians,  dentists,  psychologists 
and  scientists  in  related  fields. 


EIGHTH  ANNUAL  CARDIAC 
SYMPOSIUM 

presented  by 

The  Arizona  Heart  Association 

ARIZONA  BILTMORE  HOTEL 
PHOENIX,  ARIZONA 

JANUARY  29  and  30,  1965 

SPEAKERS 

Dr.  S.  Gilbert  Blount,  Jr. 
Denver,  Colorado 

Dr.  Aubrey  Leatham 
London,  England 

Dr.  C.  Walton  Lillehei 
Minneapolis, Minnesota 

Dr.  Thomas  W.  Mattingly 
Washington,  D.C. 


December,  1934 
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Physicians’  Directory 


ArMA 

DIRECTORY 
AND  CLASSIFIED 
RATES 

• Professional  card  and  classified  space  is  avail- 
able at  $3.50  for  the  first  fifty  words  or  less; 
5c  for  each  additional  word  thereafter. 

• Mail  copy  to  Business  Manager,  ARIZONA 
MEDICINE,  Post  Office  Box  128,  Scottsdale, 
Arizona  85252,  not  later  than  the  tenth  of  the 
month  preceding  publication. 


ALLERGY 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — ALpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate 

American  Board  of  Internal  Medicine 
and  Subspecialty  Board  of  Allergy 

31  W.  Camelback  Road  500  W.  10th  Place 

Phoenix  Mesa 

277-3337  969-3966 

HOWARD  M.  PURCELL,  JR.,  M.D. 

JAMES  A.  SMIDT,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 


DERMATOLOGY 


WILLIAM  E.  AMOS,  M.D. 

DERMATOLOGY 

Diplomate  of  American 
Board  of  Dermatology 

Phene  264-9044 

461  W.  Catalina  Dr.  Phoenix,  Arizona 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 
Phoenix  13,  Arizona 

A.  L.  L1NDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 


ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D. 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D. 
F.A.C.S.*  - Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 

*Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  Street  — Phoenix,  Arizona  — CR  7-621 1 
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Physicians’  Directory 


PATHOLOGY 


LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 


PSYCHIATRY 


LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 


RADIOLOGY 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology  and  X-ray  Therapy 

1313  N.  Second  St. 

Phone  ALpine  8-3484 
Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1 130  E.  McDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

ALpine  8-1601  WHitney  5-3959 


SURGERY 


DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  M A 2-3371  Home  Phone  EA  5-9433 


Physicians’  Directory 


LOWELL  C.  WORMLEY,  M.D.,  F.A.C.S. 

Mid-Town  Medical  Building 
1 North  1 2th  Street 
Phoenix,  Arizona 


Pharmacy  Directory 

Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


Fairmont  Pharmacy 

3231  East  McDowell  Road  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS  - COSMETICS  - FOUNTAIN 
BRidge  5-5719  FREE  DELIVERY 


Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


December,  1964 


921 


Pharmacy  Directory 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mesa  - Tempe 
MaryvaSe  - Glendale  - Westown  - Sunnyslope 
Paradise  Hills  - Carefree  - Apache  Junction 
Globe  - Miami  - Casa  Grande  - Wickenburg 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

5133  N.  Central  Ave.  — Phoenix 
Telephone  277-1487 

PHYSICIAN  WANTED  in  one  of  the  finest  smaller 
towns  in  Arizona.  Arizona  license  required.  Be- 
ginning salary  $18,000  annually  with  partner- 
ship at  end  of  first  year. 

Reply  Box  64-4,  P.  O.  Box  1 28, 
Scottsdale,  Arizona 


General  Practitioners  and  Internist  needed  for 
new  Medical  Center  in  fastest  growing  section 
of  Albuquerque  — 30,000  population  per  phy- 
sician at  this  time.  A new  area  with  good  income, 
stable.  Other  physicians  saturated  after  6 months 
practice. 

Reply  Box  64-5,  P.  O.  Box  1 28, 
Scottsdale,  Arizona 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
21  8 E.  Stetson  Drive 
Scottsdale,  Arizona 


PHYSICIANS  WANTED.  Positions  available  imme- 
diately for  well  qualified  general  physicians  at 
the  Arizona  State  Hospital.  Arizona  licensure  re- 
quired. Beginning  salaries  $15,000.00  annually. 
Contact  Robert  J.  Shearer,  M.D.,  Acting  Director, 
Arizona  State  Hospital,  2500  E.  Van  Buren,  Phoe- 
nix, Arizona. 


Classified 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  EA  7-7471 
At  Your  Service  24  Hours  Daily 
3029  E.  2nd  St.  Tucson,  Arizona 

"Established  1932" 


PHYSICIANS  WANTED 

Eye-Ear-Nose-Throat-Orthopedist-Urologist 
To  lease  space  for  January  1,  1965  occupancy  in  new 
Medical  Building  directly  across  street  from  main  hospital 
in  Yuma,  Arizona.  For  further  information  contact  Earnest 
Johnson,  Wilson  & Van  Sant,  6122  N.  7th  St.,  Phoenix, 
Arizona  — Phone  264-7561. 


TUCSON  GREEN  VALLEY  - ARIZONA'S  $100 
MILLION  retirement  community  invites  GP  or 
geriatrics  physician,  licensed  in  Arizona,  to 
request  information:  beautiful  medical  clinic 
in  America's  best  climate;  all  recreational  faci- 
lities, championship  golf  course,  tennis  courts, 
swimming  pools,  riding,  fishing  and  shooting 
facilities.  Maxon,  Tucson  Green  Valley,  Tuc- 
son, Arizona. 

Phone  — 327-683 1 
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^\AJe  tahe  th  is  opportunity  to  express  our  app reciation  to  the  following  fir 
who  have  advertised  in  Arizen*  JttJi  cine  during  1964. 


J&octor  - <J~Ca\ 


ve  you  consi 


dered . 


that  the  firms  listed  below  have  made  it  possible,  by  advertising  in  Arizona 
Medicine,  for  us  to  bring  you  this  year  . . . 


41  pages  reporting  Association  activities 
270  pages  of  Original  Scientific  Articles 
21  pages  of  comments  by  the  Association  President 
32  pages  of  medically  oriented  editorials 
1 page  by  the  Dean  of  the  new  College  of  Medicine 
17  pages  about  your  collegues  who  have  passed  away 
9 pages  of  correspondence  related  to  medicine 
30  pages  of  reprints  of  important  articles 
10  pages  of  news  about  medical  meetings 
27  pages  of  Topics  of  Medical  Interest 
458  pages  of  medically  important  items  during  the  past  year 

These  firms  are  helping  to  support  our  Journal.  We  should  thank  them  by  sup- 
porting their  products  whenever  possible. 


A 

A.  H.  Robbins  Co.,  Inc 44,  75,  107,  108,  109, 

120,  121,  157,  185,  225,  226,  227,  298,  299, 
343,  358,  413,  414,  415,  459,  493,  524, 
648,  649,  663,  692,  736,  765,  766,  767,  819, 
820,  821,  894,  895,  908 
American  Tobacco  Company  ....  183,  303,  602,  813 

Ames  Co.,  Inc Inside  back  cover  for  12  months 

Arizona  Highways  Magazine  849 

B 

Bayer  Company  508,  605,  779 

Blue  Cross/Blue  Shield  301,  448,  603,  762 

Brayton  Pharmaceutical  Co 14,  118,  188 

Burroughs-Wellcome  & Co.,  Inc 10,  48,  76, 

114,  184,  201,  234,  265,  310,  363,  378, 
380,  498,  514,  561,  642,  654,  724,  838,  896 

Butler’s  Rest  Home  62,  140,  213,  291,  369, 

438,  518,  595,  676,  755 


C 

California-Westren  States  Life  Insurance 

Company  857 

Camelback  Hospital 56,  80,  182,  275,  342, 

407,  449,  529,  597,  685,  763,  856 
Camelback  Professional  Building  ....63,  143,  215, 
293,  371,  441,  512,  576,  642,  691,  757,  885 
Camelback  Sunset  Chapel  & 


Funeral  Home  818,  888 

Casa  Solana  Nursing  Home 12,  134,  204 


Chatham  Pharmaceuticals,  Inc 60,  137,  206, 

288,  367,  379 

Classified 66,  144,  216,  294,  372,  442,  519, 

595,  596,  676,  755,  756,  842,  922 

Coca  Cola  Company  ...  .79,  260,  432,  590,  684,  888 

Coury  Buick  569,  653,  741,  827,  918 

Crown  Dancer  Ranch  850 

Crystal  Bottled  Waters  65,  141,  210 


December,  1964 


923 


INDEX  TO  ADVERTISERS  CONTINUATION 


D 

Danny  Seivert  Insurance  66,  144,  216,  294, 

372,  442,  519,  595,  598,  676, 
755,  756,  842,  922 

Deseret  Pharmaceutical  Co 59,  136,  211,  289, 

368,  439,  510,  592,  671,  694 

Desert  Realty  721 

Diagnostic  Laboratory  61,  139,  212,  290,  366, 

437,  510,  592,  645,  694,  831,  885 

Doctor’s  Central  Directory  26,  140,  213,  291, 

372,  442,  519,  595,  676,  755,  842 
Dowell  Laboratories  660,  721,  808 

E 

Eli  Lilly  Company Cover  for  12  months 

16,  82,  160,  236,  312,  384,  462,  538,  614,  696,  784,  860 
Endo  Laboratories  ..11,  116,  187,  223,  381,  574, 

613,  725,  809 

Eternal  Valley  Memorial  Park 519,  528,  644 

F 

First  Natl.  Bank  of  Arizona.  .586,  604,  690,  807,  893 

G 

Geigy  Pharmaceuticals  ...  .4,  148,  300,  490,  612,  880 

Glenbrook  Laboratories  43,  228 

Greater  Arizona  Realty  721 

Guaranty  Bank  853 

H 

H.B.A.  Life  Insurance 

Company 115,  264,  424,  443,  589,  686,  883 

Hobby  Horse  Ranch  School  ....63,  141,  210,  289, 
368,  439,  505,  595,  676,  755,  808,  852 
Hospital  Medical  Center,  Ltd.  ..59,  136,  181,  280, 
423,  488,  559,  644,  745,  777,  889 

L 

Lederle  Laboratories 52,  53,  70,  71,  113,  133, 

158,  224,  262,  286,  287,  306,  360,  376,  377,  408, 

409,  416,  428,  446,  447,  492,  535,  564,  565,  572, 

573,  581,  584,  600,  601,  656,  682,  683,  726,  730, 

731,  740,  783,  816,  819,  828,  846,  847,  854,  855, 

890,  902 

Liggett  & Myers  Tobacco  Co 352,  353 

Loftin’s  Business  Forms  ....63,  141,  210,  289,  368, 

505,  677,  836 

Loma  Linda  Foods  156,  611 

M 

MacAlpine  Drug  Store 62,  140,  213,  291,  369, 

438,  518,  594,  675,  754,  841,  921 
Mead  Johnson  Laboratories  ..190,  191,  284,  285, 

356,  357,  410,  411,  460,  461,  526,  527, 
760,  761,  886,  887 

Medical  Center  X-Ray  & Clinical 

Laboratory  61,  139,  212,  290,  366,  437,  512, 

590,  645,  684,  757,  859 

Medical  and  Dental  Finance 

Bureau  54,  202,  344,  491,  764 

Moonridge  Lodge  369 

Moore  & Sons  Air  Ambulance 

Service  677,  690,  812,  918 


N 

National  Casualty  Co 60,  137,  206,  288,  367, 

379,  516,  578,  610,  718,  777,  858 

P 

Parke-Davis  & Co.  . .Inside  front  cover  for  12  mo. 
Paul  Johnson  Jewelers  807,  905 

Pharmacy  Directory  ....62,  140,  213,  291,  369,  438, 
518,  594,  595,  675,  676,  754,  755,  841,  842,  921,  922 

Phoenix-McLeod  Optical  Co.  ..42,  211,  363,  496, 

639,  826 

Physician’s  Directory  ....64,  65,  142,  143,  214,  215, 
292,  293,  370,  371,  440,  517,  518,  593,  594, 
674  675,  753,  754,  840,  920,  921 

Poythress  & Co.,  Wm.  P 687,  814 

Professional  Purchasing  Association  732 

R 

Read  Mullen  Ford 534,  660 

Roche  Laboratories.  ..  .Back  cover  for  12  months 

Ryan-Evans  Drug  Stores  ....62,  140,  213,  291,  369, 
439,  518,  595,  676,  755,  842,  922 

S 

Safari  Hotel  480,  859 

Sanborn  Company 122,  261,  489,  536,  728,  906 

Saunders,  W.  B.  & Co 67,  217,  373,  418,  521, 

679,  843 

Searle,  G.  D.  & Co 50,  112,  194,  278,  364,  420, 

513,  537,  647,  695,  781,  898 

Smith,  Kline  & French 

Laboratories 51,  110,  205,  258,  359,  430,  500, 

560,  643,  693,  778,  899 
Squibb,  E.  R.  & Sons 1,  145,  295 

T 

Thompson,  M.  R.,  Inc 13,  129,  149 

Three  Fountains  Apartments  351 

U 

Upjohn  Co.,  The  72,  73 

V 

Valley  National  Bank  58,  138,  155,  233,  348, 

429,  504,  528,  662,  739,  812,  889 

W 

Wallace  Laboratories  ...  .5,  40,  58,  81,  111,  138,  159, 
192,  200,  220,  221,  235,  257,  266,  276,  277, 
302,  309,  311,  340,  341,  348,  412,  425,  438, 
444,  456,  457,  505,  511,  562,  563,  566,  570, 
582,  586,  640,  641,  646,  650,  658,  666,  718, 
722,  723,  742,  782,  810,  822,  823,  884.  900, 

901,  916 

Winthrop  Laboratories  ..2,  15,  68,  132,  146,  218, 
296,  374,  382,  383,  458,  494,  522,  598, 
680,  758,  844 

World  Wide  Dictation  Service  of  Arizona  ....905 


924 


Arizona  Medicine 


THE  LIBRARY 

UNIVERSITY  OF  CALIFORNIA 
San  Francisco  Medical  Center 

THIS  BOOK  IS  DUE  ON  THE  LAST  DATE  STAMPED  BELOW 


7 DAY  LOAN 


RETURNED  Mflp  n 

OCT  17  1965_  WAR  1 °J2§Z 

OCT  11  1965  interli3M^ylo!n 

DEC  3 -J9B$ 

iNTz.ai'-ydyYoAN 

7 DAYS  Af 

G*l 

RETURNED  / 

DEC  17  1965 

FEB  £4  1967^ 

INTERLIBRARY  LOAN 

*-£-day/ after  ric  HP7  7 DAY 
d-<U  !D  R E T U R 1 

returned  SEP  1 

FEB  21  1367^C^UG  ” 


PT 


IOto-5,’65  (F3895s4)4315 


